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SUMMARY of CHANGE
AR 40–68
Quality Assurance Administration

This new regulation--

o Adds the confidentiality statute and the table of organization and equipment
treatment facilities (chap 1).

o Adds the impaired provider ad hoc committee (chap 2).

o Expands assessment of patient care, utilization management, and risk
management (chap 3).

o Expands privileging and reporting of privileging actions (chap 4).

o Deletes the requirement for a 365-day conditional privileges period for
practitioners initially coming on active duty (chap 4).

o Adds dental Activity Quality Assurance Program (chap 5).

o Expands the Quality Assurance Program for Reserve Components (chap 6).

o Adds the quality assurance policies within the Alcohol and Drug Abuse
Prevention and Control Program Community Counseling Center Quality Assurance
Program (chap 8).

o Adds the preselection procedures for nonmilitary health care providers (app
B).

o Adds department of Nursing Quality Assurance Program (app C).

o Adds Nutrition Care Division or Directorate (app D).

o Adds occupational therapy and physical therapy activities (app E).

o Modifies licensure requirements (chap 9).
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History. This UPDATE printing publishes a
n e w  A r m y  r e g u l a t i o n .  T h i s  p u b l i c a t i o n  h a s
been reorganized to make it compatible with
the Army electronic publishing database. No
content has been changed.
Summary. This regulation is a consolida-
tion. It prescribes policy and procedures for
the Army Medical Department’s Quality As-
surance Program which includes—

a. The Impaired Health Care Provider Pro-
gram.

b .  T h e  A l c o h o l  a n d  D r u g  A b u s e

Prevention and Control Program Community
C o u n s e l i n g  C e n t e r  Q u a l i t y  A s s u r a n c e  P r o -
gram.

c. Professional licensure.
Applicability. This regulation applies to the
A c t i v e  A r m y ,  t h e  A r m y  N a t i o n a l  G u a r d
( A R N G ) ,  a n d  t h e  U . S .  A r m y  R e s e r v e
(USAR). It also applies to Medical Depart-
ment activities, medical centers, dental activi-
ties, and organizations for which the Army
Medical Department is the executive agent.
P r o p o n e n t  a n d  e x c e p t i o n  a u t h o r i t y .
Not applicable.

C o m m i t t e e  e s t a b l i s h m e n t  a p p r o v a l .
T h e  D A  C o m m i t t e e  M a n a g e m e n t  O f f i c e r
concurs in the establishment of the impaired
provider ad hoc committee.
A r m y  m a n a g e m e n t  c o n t r o l  p r o c e s s .
This regulation is subject to the requirements
of AR 11–2. It contains internal control pro-
visions but does not contain checklists for
c o n d u c t i n g  i n t e r n a l  c o n t r o l  r e v i e w s .  T h e s e
checklists have been developed and will be
published at a later date.
Supplementation. Supplementation of this
r e g u l a t i o n  a n d  e s t a b l i s h m e n t  o f  c o m m a n d
and local forms are prohibited without prior

a p p r o v a l  f r o m  H Q D A  ( S G P S – P S Q ) ,  5 1 0 9
L e e s b u r g  P i k e ,  F a l l s  C h u r c h ,  V A
22041–3258.

Interim changes. Interim changes to this
regulation are not official unless they are au-
thenticated by the Administrative Assistant to
the Secretary of the Army. Users will destroy
interim changes on their expiration dates un-
less sooner superseded or rescinded.

S u g g e s t e d  I m p r o v e m e n t s .  T h e  p r o p o -
nent of this regulation is the Office of The
Surgeon General. Users are invited to send
c o m m e n t s  a n d  s u g g e s t e d  i m p r o v e m e n t s  o n
DA Form 2028 (Recommended Changes to
P u b l i c a t i o n s  a n d  B l a n k  F o r m s )  d i r e c t l y  t o
HQDA (SGPS–PSQ), 5109 Leesburg Pike,
Falls Church, VA 22041–3258.

Distribution. Distribution of this publica-
tion is made in accordance with the require-
ments on DA Form 12–09–E, block number
5027, intended for command level B for Ac-
tive Army, and A for ARNG and USAR.
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Chapter 1
Introduction

1–1. Purpose
This regulation establishes policies, procedures, and responsibilities
f o r  t h e  a d m i n i s t r a t i o n  o f  t h e  A r m y  M e d i c a l  D e p a r t m e n t ’ s
(AMEDD) Quality Assurance Program (QAP). The purpose of qual-
ity assurance (QA) is to—

a. Provide quality care and treatment to all beneficiaries in their
need for health services, subject to the availability of space and
facilities and the capabilities of the medical and dental staff.

b. Make improvements resulting in higher quality health care.
c. Promote the professional development and enhance the capa-

bilities of the military and civilian members of the AMEDD.

1–2. References
Required and related publications and prescribed and referenced
forms are listed in appendix A.

1–3. Explanation of abbreviations and terms
Abbreviations and special terms used in this regulation are ex-
plained in the glossary.

1–4. Responsibilities
a. The Surgeon General (TSG). TSG will establish policy con-

cerning the QAP to include reporting requirements.
b .  C o m m a n d e r s  o f  m a j o r  m e d i c a l  c o m m a n d s  ( M E D C O M s ) .

These commanders are responsible for administration of policies in
this regulation, the effectiveness of QAPs in their subordinate units,
and for tables of organization and equipment (TOE) units under
their command. They will control the extent of patient treatment in
the TOE treatment facilities.

c. Commanders of medical department activities (MEDDACs,)
m e d i c a l  c e n t e r s  ( M E D C E N s ) ,  a n d  d e n t a l  a c t i v i t i e s  ( D E N T A C S ) .
These commanders will—

(1) Ensure that a comprehensive QAP is established in compli-
ance with this regulation.

(2) Appoint a QA coordinator (QAC) and risk manager. (See
chap 5 for DENTAC.)

(3) Ensure development of a prevention, identification, and pro-
cedural plan for impaired health care providers (HCPs).

(4) Ensure coordination of actions under appropriate regulations
and the Uniform Code of Military Justice (UCMJ) when necessi-
tated by findings under this regulation.

(5) Ensure that the credentials committee reviews Reserve Com-
ponent (RC) Army National Guard (ARNG), and U.S. Army Re-
serve (USAR) practitioner credentials files (PCFs) and takes action
per paragraphs 6–4 and 6–5.

d. Chiefs of departments, services, or clinics. In their areas of
responsibility, these chiefs will at least—

(1) Retain accountability for all professional and administrative
functions.

(2) Develop criteria for granting clinical privileges.
(3) Provide recommendations for granting and renewing clinical

privileges based upon the performance of each practitioner who
practices in that department.

(4) Evaluate and document the credentials and current compe-
tence of HCPs not individually privileged.

(5) Evaluate causes for, and participate in response to, untoward
incidents.

(6) Serve as a coordinating point by providing information about
hospital and patient care affairs to members of the department.

(7) With the help of relevant support personnel, plan and conduct
QA meetings of the department.

( 8 )  P r o v i d e  f o r  r e p o r t s  t o  h o s p i t a l  o r  d e n t a l  c o m m i t t e e s  a s
follows:

(a) Quality assurance committee. Data concerning clinical QA
i s s u e s  t o  i n c l u d e  m o n i t o r i n g  a n d  e v a l u a t i o n  o f  q u a l i t y  a n d  a p -
propriateness of patient care. (See also para 2–1a.)

(b) Credentials committee. Recommendations concerning clinical
practice or conduct problems of practitioners.

(c) Others as appropriate.
(9) Counsel and advise individuals and initiate administrative ac-

tion on questions about clinical competence or performance, disre-
gard for reasonable rules, lack of respect for coworkers, suspected
impairment, or practicing outside the scope of clinical privileges
that have been granted.

(10) Establish a systematic program for recognizing those within
the service or department who make exceptional contributions to the
care of patients through clinical competence and/or leadership in the
provision of such care.

e. RC commanders. RC commanders are responsible for the ad-
ministration of policies in this regulation. They are responsible for
the effectiveness of QAPs within their commands to include—

(1) Establishing a credentials committee.
(2) Appointing a QAC.
(3) Establishing, reviewing, and maintaining PCFs.
(4) Providing updated PCFs for review by each serviced MED-

DAC, MEDCEN, or DENTAC. (See chap 6.)
(5) Approval of privileging actions for assigned or attached prac-

titioners engaged in providing health care during unit controlled
activities (for example, physical examinations, immunizations, den-
tal examinations, field exercises, medical support missions, and so
forth).

f. MEDDAC or MEDCEN QAC. The QAC is the overall manager
of the MEDDAC or MEDCEN QA activities who plans, organizes,
coordinates, and evaluates QAP functions outlined in the QA plan.
(See para 3–6.)

g. MEDDAC or MEDCEN risk manager. The risk manager is the
overall manager of the MEDDAC or MEDCEN risk management
(RM) program who plans, organizes, coordinates, and evaluates the
risk management functions (para 3–5). The risk manager will also
incorporate quality control procedures for medical materiel as part
of the overall RM program. (The dissemination of medical materiel
quality control information per AR 40–61 is the responsibility of the
chief, medical treatment facility (MTF), logistics division.) (See
para 3–7.)

h. MEDDAC or MEDCEN credentials specialist. Where this is a
separate function (not performed by the QAC), the credentials spe-
cialist will initiate and maintain the provider activity files (PAFs)
and the PCFs for all MEDDAC or MEDCEN practitioners. There
will be coordination with the QAC and risk manager to assure
proper information flow. Upon transfer or permanent change of
station (PCS) of the practitioner, there will be a timely mailing of
the PCF (para 4–3a).

i. Community counseling center clinical director. The clinical
director carries out the QAP within the community counseling cen-
ter. (See para 8–2.)

j. The community counseling center (CCC) clinical consultant.
The CCC clinical consultant will—

(1) Assist the CCC clinical director in the development of the
CCC QA plan.

(2) In coordination with the clinical director, assist in the coor-
dination of the CCC QA plan with the MEDDAC, MEDCEN, or
DENTAC QA committee.

(3) Develop criteria for clinical privileges of CCC HCPs with the
department, service, or clinic chief appropriate to the profession of
the person applying for privileges.

1–5. Objectives of the QAP
The objectives of the QAP are to assure that personnel of MED-
DAC, MEDCEN, or DENTAC—

a. Deliver quality patient care subject to the availability of space
and facilities and the capabilities of the medical and dental staff.

b. Reduce risk-creating incidents and adverse effects to patients.
c .  I m p r o v e  p r o v i d e r - p a t i e n t  c o m m u n i c a t i o n  a n d  p a t i e n t

satisfaction.
d. Enhance coordination and communication among HCPs and

clinical and ancillary services.
e. Improve the HCP screening, selection, and accession process.
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f. Objectively evaluate practitioner performance through perform-
ance-based criteria and other QA information as defined in this
regulation.

g. Educate MEDDAC, MEDCEN, and DENTAC personnel on
QAP requirements.

h. Enhance the skills and knowledge of practitioners.
i. Consolidate QA efforts into one comprehensive program.
j. Reduce medical malpractice cases and claims to the maximum

extent possible.

1–6. Quality assurance education
Education not only improves the MEDDAC, MEDCEN, or DEN-
TAC clinical, administrative, and ancillary services personnel’s un-
derstanding of QAP objectives and requirements, it also provides a
forum for multidisciplinary discussion of and education on QA
issues. Both successful QA efforts and identified problem areas
should be communicated to all elements of the activity. Results of
QA evaluations will be discussed in department, service, and clinic
m e e t i n g s .  I d e n t i f i e d  a r e a s  f o r  i m p r o v e m e n t  w i l l  b e  p r e s e n t e d .
Trends having educational value or showing a need for changes in
policies or procedure should be presented.

1–7. Confidentiality statute
a. Statute. The National Defense Authorization Act for Fiscal

Year 1987 (Public Law No. 99–661 (PL 99–661), section 1102, title
10, United States Code (10 USC 1102)) provides that records cre-
ated by or for the Department of Defense (DOD) in a medical or
dental QAP are confidential and precludes disclosure of or testi-
mony about any records or findings, recommendations, evaluations,
opinions, or actions taken by the QA activity except in limited
situations. These records include any proceedings, minutes, reports,
or other records emanating from DOD QA program activities that
are produced or compiled by DOD as part of a medical QAP. The
statutory privilege is designed to improve the quality of medical
care by encouraging a thorough and candid medical peer review
process.

b. Statute provisions. The statute—
( 1 )  E s t a b l i s h e s  t h e  c o n f i d e n t i a l  a n d  p r i v i l e g e d  n a t u r e  o f  Q A

information.
(2) Prohibits disclosure of records and testimony concerning the

records except in certain circumstances. (See e below.)
( 3 )  E s t a b l i s h e s  p e n a l t i e s  f o r  u n a u t h o r i z e d  d i s c l o s u r e .  ( S e e  g

below.)
(4) Provides immunity from civil liability for anyone who, in

good faith, participates in or provides information to a person or
body engaged in creating or reviewing medical QA records. (The
law specifically provides that QA records may not be “subject to
discovery or admitted into evidence. . .” except as provided by
statute.) The law does not limit access to information in a record
created and maintained outside a DOD medical or dental QA pro-
gram even though it may be presented to a peer review body and
become incorporated into a QA record—for example, a patient’s
medical or dental record.

c. Inclusion. To receive coverage under this statute, QA and RM
activities will be clearly identified. For example, a commander’s
investigation under AR 15–6 would not normally be a QA function
while a QA investigation using for convenience the format of an AR
15–6 investigation would be.

d. QA record. A medical or dental QA record is defined as “the
proceedings, records, minutes, and reports that emanate from” QAP
activities. A medical or dental QAP is “any activity carried out
before, on, or after the date of enactment of this section by or for
the DOD to assess the quality of patient care. . . .” The statute
specifically includes within the definition of QAP any activity de-
signed to assess the quality of patient care carried out or conducted
by individuals; MEDDAC, MEDCEN, or DENTAC committees; or
other review bodies responsible for credentialing, infection control,
patient care assessment, medical and dental records, health resources

management review, and identification and prevention of medical or
dental incidents and risks.

e. Exceptions to nondisclosure. The statute allows disclosure of
record or testimony to—

(1) Federal or private agencies performing licensing or accredita-
tion functions regarding DOD health care facilities or conducting
required monitoring of an MTF or a dental treatment facility (DTF).

(2) An administrative or judicial proceeding commenced by a
current or former DOD practitioner concerning the revocation, re-
striction, or suspension of the practitioner’s clinical privileges.

(3) Governmental boards, agencies, or professional health care
societies or organizations if needed to perform licensing, credential-
ing, or monitoring of the professional standards of any present or
former member or employee of DOD.

(4) A hospital, MEDDAC, MEDCEN, or DENTAC, or other
health care facility to assess the professional qualifications of a
current or former DOD practitioner who has applied for or has been
granted authority or employment to provide health care services in
or on behalf of such institution.

(5) Officers, employees, or contractors of DOD who have need
for QA information in the performance of their official duties;
i n c l u d i n g ,  b u t  n o t  l i m i t e d  t o ,  c l a i m s  a t t o r n e y s ,  c l a i m s  o f f i c e r s ,
c l a i m s  i n v e s t i g a t o r s ,  c r i m i n a l  i n v e s t i g a t o r s ,  a n d  T h e  I n s p e c t o r
General.

(6) Criminal or civil law enforcement agencies or instrumen-
talities if—

(a) They are charged under applicable law with the protection of
the public health or safety.

(b) A qualified representative of such agencies or instrumen-
talities makes a written request that such record or testimony be
provided for a purpose authorized by law.

(7) Protect the public health or safety but only with respect to the
subject in an administrative or judicial proceeding brought by a
criminal or civil law enforcement agency.

f. Secondary disclosure. The records of the QA activity or testi-
mony given concerning the QA process remain confidential and
further disclosure may be made only as specifically provided. This
extends to any person or entity having possession of or access to
QA records or testimony.

g. Deletion of names. All names included in a QA record, except
for the name of the subject of a QA action, will be deleted from the
record before disclosure outside DOD. The requirement does not
apply to releases under the Privacy Act.

h. Penalty provisions. Penalties range from a $3,000 fine for a
first offense of willful and knowing disclosure of a QA record to
$20,000 for subsequent violations. The penalty provisions apply to
any person who makes an unauthorized disclosure of both author-
ized and unauthorized releases or who makes further disclosure of
the privileged information.

i. Disclosure. In no instance will QA records or information be
released to anyone other than AMEDD personnel in the perform-
ance of their duties without the written approval of the MEDDAC,
MEDCEN, or DENTAC commander. (The commander should con-
sult with a judge advocate or civilian legal adviser concerning ques-
t i o n s  o f  r e l e a s a b i l i t y . )  T h e  f o l l o w i n g  w i l l  b e  i n c l u d e d  o n  t h e
transmittal of any QA document: “Quality Assurance Document
under 10 USC 1102. Copies of this document, enclosures thereto,
and information therefrom will not be further released under penal-
ties of the law. Unauthorized disclosure carries a minimum $3,000
fine.”

j. Processing of requests under The Freedom of Information Act
(FOIA). While QA records are exempt from access under FOIA,
processing of these requests (with legible copies of requested re-
cords) to the appropriate initial denial authority (IDA) is required.
The IDA for these records is TSG.

1–8. TOE treatment facilities
This paragraph applies to TOE facilities not operating as a fixed,
permanent MTF in peacetime.

a. Patient treatment in TOE hospital units not operating with
their complete authorization of TOE personnel and equipment will

2 AR 40–68 • 20 December 1989



b e  p e r m i t t e d  t o  t h e  e x t e n t  a u t h o r i z e d  b y  m a j o r  M E D C O M
commanders.

b. The commander of the TOE unit will propose a scope of
practice for the unit, specifying the extent to which the facility will
be operational including proposed staffing during its operation. This
will be submitted to the director of health services (DHS) for the
area of operations.

c. The DHS and the TOE commander will provide a plan that
will include the scope of practice and the professional support and
backup required from the fixed MTF. This specific plan will be
forwarded for approval to the major MEDCOM commander, ad-
dressed to the attention of the deputy chief of staff for clinical
services. The major MEDCOM commander will approve, modify, or
correct the plan. The major MEDCOM may delegate approval au-
thority to the DHS.

Chapter 2
MEDDAC and MEDCEN Quality Assurance Program
committees

2–1. Committees
The complexity of committee organization will depend upon the
size and composition of the medical staff and the size and mission
of the MEDDAC or MEDCEN. Each separate activity with a Medi-
cal Corps (MC) officer commanding will have a QAP. The follow-
ing QA committees, at least, will be formed:

a. MEDDAC or MEDCEN QA committee.
(1) The QA committee (the executive committee of the clinical

staff)will actively participate in the QAP, assuring that quality care
is being delivered within the MTF and by the separate activities
under its command.Table 2–1 will be used as a guideline for a
calendar of reports. Separate activities will also report on a regular
basis.

(2) The QA committee will—
(a) Evaluate all practitioners who provide the same patient care

service using the same standards to ensure that care will be of the
same level of quality.

(b) Approve the MTF written QA plan.
(c) Review patient care evaluation, utilization management, and

RM activities to include followup carried out in the MTF.
(d) Have the authority to require corrective action within the

parameters of the MTF’s mission, policies, and programs.
(e) Notify the MTF executive committee when action is not im-

plemented within a reasonable time.
(f) Integrate and coordinate QA findings, recommendations, and

actions. When problems or opportunities to improve patient care
involve more than one department or service, the committee will
communicate information among departments or services. (See para
3–6c.)

(g) Report pertinent findings to the credentials committee.
( h )  D e t e r m i n e  t h e  o v e r a l l  e f f e c t i v e n e s s  o f  t h e  Q A P  a t  l e a s t

annually.
(i) Identify resources to implement an effective QAP.
(j) Perform executive committee of the medical staff functions

per Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) medical staff standards.

(3) The exact composition of the committee should be deter-
mined by the commander. However, the committee will consist of a
majority of physicians; the chief, department of nursing or repre-
sentative; the chief, patient administration division (PAD), and/or
the medical record administrator; and the QAC. A physician will
serve as chairperson. This committee minus those not privileged
may, based on individual facility needs, act as the credentials com-
mittee (see b below).

(4) Copies of all minutes and reports from all QAP activities will
be submitted to the MTF QA committee for review, analysis, and
further action as necessary. These minutes will contain findings
from ongoing monitoring and evaluation of the appropriateness of

care and treatment provided to patients.Table 2–1 will be used as a
guideline for frequency of reporting. (The QAC will contact depart-
ments and services not submitting minutes and reports in a timely
manner.)

(5) Problems that are identified and resolutions or opportunities
to improve care will be reported as well as the results of activities
undertaken to improve that care. Problems and issues requiring
further action, together with recommendations, will be reported.
Identification of issues not within the province of the reporting
entity, including logistical and administrative matters, will also be
reported. The minutes, summarizing the MTF QAP activities, to
include conclusions, recommendations, and actions taken, will be
sent to the MTF’s executive committee.

Table 2–1
Calendar of QA review and evaluation reports to the MEDDAC or
MEDCEN QA committee

Unit: Alcohol and Drug Abuse Prevention and Control Program
(ADAPCP)
Submit: Feb, May, Aug, Nov.

Unit: Ambulatory care
Submit: Jan, Apr, Jul, Oct.

Unit: Anesthesia
Submit: Jan, Apr, Jul, Oct.

Unit: Blood utilization
Submit: Jan, Apr, Jul, Oct.

Unit: Drug usage
Submit: Jan, Apr, Jul, Oct.

Unit: Emergency medicine service
Submit: Monthly.

Unit: Intensive Care Unit, Coronary Care Unit, and special care units
Submit: Feb, May, Aug, Nov.

Unit: Infection control
Submit: Feb, Apr, Jun, Aug, Oct.

Unit: Laboratory/pathology
Submit: Mar, Jun, Sep, Dec.

Unit: Medical record
Submit: Feb, May, Aug, Nov.

Unit: Medical staff clinical department
Submit: Monthly.

Unit: Nursing department
Submit: Feb, Apr, Jun, Aug, Oct, Dec.

Unit: Nutrition care
Submit: Mar, Oct.

Unit: Occupational therapy
Submit: Jan, Apr, Jul, Oct.

Unit: Physical therapy
Submit: Jan, Apr, Jul, Oct.

Unit: Radiology/nuclear medicine
Submit: Feb, May, Aug, Nov.

Unit: Respiratory therapy
Submit: Mar, Jun, Sep, Dec.

Unit: Safety
Submit: Mar, Sep.

Unit: Social work service
Submit: Feb, Aug.

Unit: Surgical case review
Submit: Monthly.

Unit: Utilization management
Submit: Monthly.

b. Credentials committee.
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(1) The role of this committee is to recommend to the com-
mander the clinical privileges of practitioners serving within the
MEDDAC or MEDCEN and subordinate clinics and facilities. This
will include ARNG and USAR members.The committee will also
recommend whether practitioners in conditional status should be
separated or released from active duty or employment. The commit-
tee will establish a mechanism to review credentials and to grant
clinical privileges under procedures outlined in chapter 4.

(2) The committee chairperson will keep and control the reports
of the committee and the PCFs. Reports and recommendations of
this committee will be sent directly to the commander. Local com-
mittee privileging recommendations relating to the MEDDAC com-
mander and deputy commander for clinical services (DCCS) will be
forwarded to the regional MEDCEN commander for approval. For
the MEDCEN commander and DCCS, the recommendations will be
sent to the MEDCOM commander for approval. Recommendations
relating to the major MEDCOM commanders and Deputy Chiefs of
Staff for Clinical Services will be sent to Headquarters, Department
of the Army (HQDA) (SGPS–PSQ), 5109 Leesburg Pike, Falls
Church, VA 22041–3258.

(3) The credentials committee should normally be composed of
at least the following physicians or designees: The chief of medi-
cine; the chief of surgery; the chief of primary care and/or commu-
nity medicine or the chief, family practice, as appropriate; and the
DCCS. The commander may select for the committee any other
appropriate personnel.

(4) When the committee acts upon the privileges of members of
other disciplines, or upon the privileges of an HCP as requested by
the commander ((9) below), the director or chief of that department
or service or designated corps representative, will also be a member
of the committee. The DCCS or designated physician representative
will serve as chairperson. The chairperson may request a legal
adviser (nonvoting). When individual committee members, to in-
clude the chairperson, are being evaluated for granting or restricting
of privileges, they will not serve on the committee for that portion
of the meeting.

(5) The credentials committee meets formally or on call. The
frequency of meetings will be determined by the commander and
committee workload. Committee meetings will be timed to permit
thorough appraisal of practitioners’ credentials and prevent expira-
tion of privileges.

(6) Announcement of these sessions will be made in writing no
later than 5 working days before the planned meeting date. Direct
notification will be made to those practitioners who will be evalu-
ated to update their credentials and make the privileges request
available to the committee before the meeting. (A practitioner arriv-
ing at a new duty station must apply for clinical privileges immedi-
ately but in no case later than 5 duty days.) An on-call session may
be scheduled by the chairperson—

(a) To evaluate requests for additional privileges.
(b) To evaluate the credentials of new practitioners to include all

RC practitioners requesting privileges.
(c) To reevaluate practitioners who are in probationary or restric-

tive categories of professional activity.
(d) To consider or make recommendations to the MEDDAC or

MEDCEN commander that a practitioner’s privileges be suspended,
restricted, or revoked.

(e) When directed by the MTF commander.
(7) The committee will not recommend action on a practitioner

unless a quorum of members eligible to vote is present. A working
quorum is defined as greater than 50 percent of the voting member-
ship. Voting will be carried out by secret ballot. All members of the
committee must either vote yes or no. No abstentions are permitted.
If a member believes he or she should be disqualified from consid-
eration of a given individual, the member will provide the chairper-
son with the reason. If excused by the chairperson, the member will
be absent from the committee while that individual is under consid-
eration and during the vote.

(8) The total vote cast yes or no in a particular case will be

recorded in the committee minutes. Voting by nonpermanent mem-
bers of the committee is restricted to the determination of privileges
to be granted to the members of their respective discipline. Dis-
qualified members will not vote (para 4–9c(1)).

(9) While it is important that time limits reflected in this and
subsequent chapters are met, no rights will accrue to the benefit of
an affected practitioner in an otherwise proper action based solely
on any committee’s failure to meet such time limits.

(10) The credentials committee will evaluate the quality of care
provided by any HCP as requested by the MTF commander.

c. RM committee. (See para 3–5d.)
d. Nursing QA activities committee. (See app C.)
e. Nutrition care division QA committee. (See app D.)
f. Occupational therapy and physical therapy QA activities com-

mittee.(See app E.)

2–2. Committee activity and reports
a. The activity of the QAP committees will be an ongoing proc-

ess. Each committee will keep minutes of each meeting. Generally,
all minutes will include the following:

(1) Date of the meeting and the time it began and ended.
(2) Attendance (those required to attend, and those who did or

did not attend, also their professional positions).
(3) The content of all discussions (divided into old business and

new business). Topics of discussion will be highlighted by using
uppercase and underlining. Discussions will cover patient care eval-
uation and fallout evaluation from occurrence screening and results
from other required QA activities; for example, surgical case review
or blood usage review.

(4) Conclusions (findings), recommendations, and actions taken.
If issues are deferred to another meeting, followup will be docu-
mented in the next minutes. (Issues will remain on committee agen-
das until resolved.)

( 5 )  A u t h o r i z e d  s i g n a t u r e ;  t h a t  i s ,  c h a i r p e r s o n  o r  d e s i g n a t e d
alternate.

b. Formal minutes will not (except for the credentials committee)
refer to a case in a way that will allow a patient or any of the HCPs
attending him or her to be identified (for example, social security
number (SSN), patient’s register number, or physician’s name). A
reference number to allow for tracking will be used. The credentials
committee minutes will give the names of the practitioners consid-
ered before the committee and the determination of their respective
clinical privileges (approval, suspension, restriction, or revocation).
For the risk manager’s reports or committee minutes, see paragraph
3–5d.

c. Committee minutes will be kept per AR 25–400.2, file number
(FN) 15–1a. Notes and other working papers will be safeguarded;
they are to be available only to the MTF QA committee and offi-
cially concerned personnel. The appropriate committee chairperson
or QAC will be consulted before any records are made available.
These notes and working papers will be destroyed as sensitive
documents when the evaluation is completed; they will not be kept
as supporting papers for review by higher headquarters or other
agencies. Department or service QA monitoring reports using estab-
lished criteria will not be considered working papers. These reports
will be sent to the QA committee. (See para 2–1a(4).)

d. The committee chairperson will be responsible for developing
an agenda of items to be discussed, based on the priority of issues
presented. The published agenda for the meeting should be provided
to the membership no later than 3 working days prior to the sched-
uled meeting. An information copy of approved minutes will be
provided to each committee member.

e. If statements are made in committee minutes concerning a
standard of care, the portion of the minutes dealing with this issue
will be shared with all practitioners to whom it pertains through
their departmental meetings.

2–3. Impaired provider ad hoc committee
a. The role of this committee is to recommend to the commander
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the management of HCPs impaired by medical or psychiatric prob-
lems including drug or alcohol abuse or dependence and emotional
and behavioral disorders (chap 7). The committee will—

(1) Develop a plan that will incorporate elements of prevention
of impairment among HCPs, to include education for all HCPs on
impairment and well-being issues.

(2) Recommend procedures for management of impaired HCPs.
(3) Evaluate evidence of impairment of HCPs reported for alco-

hol or drug abuse or dependence.
(4) Make recommendations regarding the restrictions on clinical

practice of impaired HCPs. Recommendations on practitioners will
be sent to the credentials committee; recommendations on all others
will be sent to the commander.

(5) Monitor the progress of impaired HCPs during treatment and
aftercare.

(6) Make recommendations regarding the phased return to full
clinical practice after treatment.

b. When impairment is due to drugs and/or alcohol, the commit-
tee will review input from treatment, the CCC staffs, the duty
supervisor, and the involved department chief. The committee will
monitor the HCP’s return to clinical practice. (For civilian disclo-
sure, see AR 600–85, para 5–6c.)

c. In cases of medical or psychiatric impairment, the committee
will review statements of progress and recommendations from both
the HCP’s physician and duty supervisor and recommend appropri-
ate actions.

d. When an impaired HCP from a particular department is dis-
cussed, the department chief of that individual will also be invited,
and should be present at the meeting.

e. When a medical evaluation board (MEB) results in a profile
limitation or separation, the board should be reviewed for impact on
practitioner privileges. If the practitioner is unable to perform fully
in his or her granted privileges, appropriate restrictions of privileges
will be recommended.

f. The committee members will be designated by the commander
and should, when possible, include at least—

(1) The CCC clinical director or the clinical consultant.
(2) Representatives from the departments of psychiatry and nur-

sing(clinical nurse specialist recommended).
(3) A recovering impaired HCP with at least 2 years’ recovery.
g. The committee chairperson will ensure that members receive

appropriate training to assume the responsibilities of the committee.
The committee will meet as necessary to accomplish its required
functions.

Chapter 3
Quality Assurance Program

3–1. General
a. The QAP involves an ongoing process to monitor and evaluate

objectively and systematically the access to and quality and ap-
propriateness of patient care, pursue opportunities to improve patient
care and clinical performance, and resolve identified problems in
care and performance.

(1) Quality is the degree of adherence to generally recognized
standards of good practice and achievement of anticipated outcomes
for a particular service, procedure, diagnosis, or clinical problem.

(2) Appropriateness is the extent to which a particular procedure,
treatment, test, or service is efficacious and clearly indicated for the
patient.

(3) The components of the QAP are—
(a) Patient care evaluation.
(b) Credentials review and privileging.
(c) Utilization management to include access to patient care.
(d) RM.
b. The QAP is the means by which the components are integrated

throughout the MEDDAC, MEDCEN, or DENTAC. Information

derived from departmental, service, and clinic monitoring and evalu-
ation is shared with other departments, services, and clinics, as
appropriate.

c. A written plan will be prepared for the MEDDAC, MEDCEN,
or DENTAC QAP that describes the program’s objectives, organiza-
tion, scope, and mechanisms for overseeing the effectiveness of
monitoring, evaluation, and problem-solving activities. As part of
the annual reappraisal of the QAP, the QA plan and effectiveness of
QA activities of all clinical departments, services, and clinics will be
evaluated.

d. All clinical departments, services, and clinics are responsible
for monitoring and evaluating the quality and appropriateness of the
care or services they provide.

3–2. Monitoring and evaluation process
Clinical department, service, and clinic monitoring will be ongoing,
criteria-based, planned, and systematic. They will normally include
high volume, high risk, high cost, and problem-prone patient care
activities. The essential steps in monitoring and evaluation include
the following:

a. Assign responsibility. The chief or director of the clinical de-
partment, service, and clinic is responsible for its monitoring and
evaluation activities. This person identifies and defines the responsi-
bilities of others in the department and ensures that these responsi-
bilities are fulfilled.

b. Define the scope of care or service. Where direct patient care
services are provided, this step involves identifying diagnostic and
therapeutic modalities used as well as ascertaining the types of
patients served. HCPs then identify the patient care services they
provide and the clinical activities they perform.

c. Identify aspects of care. Identify important aspects of care or
service for purposes of monitoring and evaluation.

d. Identify indicators. An indicator is a defined, measurable di-
mension of the quality or appropriateness of an important aspect of
care or service. It specifies the patient care activities, events, occur-
rences, or outcomes that are to be monitored and evaluated in order
to determine whether those aspects of patient care conform to cur-
rent standards of acceptable practice; for example, appropriateness
of admission to coronary or intensive care units.

e. Establish thresholds.
(1) Thresholds are pre-established levels or points which, when

reached, will trigger intensive evaluation. Monitoring data collected
for each indicator will not necessarily lead to a conclusion about the
quality and/or appropriateness of care. As data is collected over a
series of cases or events being monitored, a pre-established level or
point in the cumulative data should be reached that will trigger
intensive evaluation. This threshold initiates the evaluation to deter-
mine whether an actual problem or opportunity exists to improve
care. (All cases or events will be reviewed in this evaluation.)

( 2 )  F o r  e x a m p l e ,  t h e  t h r e s h o l d  f o r  e v a l u a t i o n  r e l a t i n g  t o  t h e
wound infection rate indicator may be set at 2.5 percent. Because a
certain percentage of wound infections are not preventable even
with the best of care, practitioners may find it unproductive to
e v a l u a t e  i n t e n s i v e l y  t h e  q u a l i t y  o f  c a r e  u n t i l  t h e  t h r e s h o l d  i s
reached.

(3) Although many thresholds may be set at levels other than 0
or 100 percent, some events or occurrences are so serious or so rare
that it is not appropriate to accumulate a series of cases or events
before evaluating.

f. Collect and analyze data. Data collection will be ongoing. Data
will be compared with the pre-established criteria and the informa-
tion analyzed to detect potential problems, trends, and patterns of
performance. Data sources will include but need not be limited to
the medical record, medication order forms, incident reports, radiol-
ogy and laboratory reports, infection control reports, surveys and
questionnaires (patient satisfaction or complaints), external peer re-
view reports, observation of personnel or patients, utilization man-
agement findings, and RM trending information.

g. Take action on problems. Take actions to resolve identified
problems in care and performance or pursue opportunities for excel-
lence. To be effective, corrective action will be appropriate to the
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cause of the identified problem. A plan of corrective action should
identify who or what is expected to change; who is responsible for
implementing action; what action is appropriate, and when change is
expected to occur.

h. Assess the actions and document improvement. Corrective ac-
tions will be monitored until there is evidence that the problem has
been resolved. Monitoring and evaluation activities will also con-
tinue to ensure that problem resolution or improvement is sustained,
although the timeframe of data collection or evaluation may be
changed. The results of continued monitoring and evaluation activi-
ties will be documented to provide a record of the efficacy of the
monitoring and evaluation process.

i. Communicate information. Relevant findings from monitoring
and evaluation activities will be disseminated throughout the MTF,
as appropriate. The information will be used in the reappraisal of
practitioners for granting or denying clinical privileges (para 4–8e)
and in the performance evaluation of other HCPs. Where findings
have significant applicability outside the facility, they will be com-
municated to the major MEDCOM.

j. Reports. Department or service QA activities, findings, conclu-
sions, recommendations, actions taken, and results of actions taken
will be reported to the MEDDAC or MEDCEN QA committee as
shown in table 2–1. (See table 5–1 for DENTACs.) In small, non-
departmentalized MTFs, MTF-wide monitoring and evaluation may
be performed.

3–3. Patient care evaluation
The effectiveness of the patient care evaluation functions will be
reviewed as part of the annual reappraisal of the MTF QAP and
considered during the biennial practitioner privileging process.

a. Medical staff functions. The medical staff will monitor and
evaluate the quality and appropriateness of patient care and the
clinical performance of all practitioners through—

(1) Meetings. Monthly meetings of clinical departments or serv-
ices to consider findings from ongoing monitoring activities.

(2) Reviews. Surgical case review, audit of autopsy reports, ana-
tomic pathology peer review, and invasive procedure review.

(a) Surgical case review. Surgical case review will be performed
monthly and include all surgical procedures performed in the operat-
ing room, all ambulatory surgery, and all major invasive diagnostic
procedures; for example, bronchoscopy and colonoscopy.

1. Pre-operative, post-operative, and pathologic diagnoses will be
compared and discrepancies evaluated.

2. Each case in which no tissue or nondiagnostic specimens are
removed will be evaluated for the acceptability of or the need for
the procedure.

3. The pathologist and medical staff will develop a list of speci-
mens that do not require tissue review; for example, those resulting
from newborn circumcision; tooth extraction performed in a hospital
operating room, provided the anatomic name or anatomic number of
each tooth, or fragment of each tooth, is recorded in the medical
record; removal of foreign bodies; or cataract extraction. Cases
requiring more intensive evaluation should be identified and specifi-
cally documented in committee minutes.

4. When surgical case review consistently supports the justifica-
tion and quality of individual surgical procedures, the review of an
adequate sample of cases is acceptable. When sampling is em-
ployed, criteria that define appropriateness of or indications for
surgery will be defined and uniformly applied.

5. All cases in which discrepancies have been identified will be
evaluated through peer review.

6. When surgical case review is performed for practitioners who
are not members of the department of surgery, department chiefs of
the affected practitioners will have access to MEDDAC or MED-
CEN comparative data for procedures under review.

(b) Audit of autopsy reports. The premortem and postmortem
clinical diagnoses and the presumptive and final autopsy diagnoses
will be compared for all autopsies. Disagreement among them will
be evaluated.

(c) Audit of anatomic pathology peer review.

1. In the audit of anatomic pathology peer review, the tissue
review will be accomplished on the basis of routine, periodic, timely
sampling of at least 10 percent of all surgical cases from which the
tissue samples have been submitted; as close as is possible to 100
percent review should be sought.

2. Peer review of all permanent tissue sections will be accom-
plished in a timely manner, as befitting the respective individual
clinical situation. Peer review of all frozen section diagnoses will be
done immediately in any case where major surgery or disfigurement
is predicated upon that diagnosis. Where procedures are necessitated
at a time when staffing does not exist for immediate peer review of
frozen sections, a review of permanent sections will be made as
soon as possible and specifically noted in the audit report.

(d) Invasive procedure review. Invasive procedures with potential
morbidity will be reviewed for quality and appropriateness. Such
procedures will include endoscopies, invasive radiologic procedures,
and cardiac catheterizations at a minimum. Review will include
comparison of pre- and post-procedure diagnosis and pathologic
diagnosis; adverse or unexpected patient reactions and will address
patient notification of results.

(3) Blood usage review.
(a) The appropriateness of all transfusions of blood and blood

components will be reviewed using clinically valid screening crite-
ria. When blood usage review consistently supports the justification
and appropriateness of blood use, the review of a random sample of
cases is acceptable. (The justification and appropriateness of blood
use will be well documented and based on the screening criteria.)
Evaluations will include at least—

1. Blood component use.
2. Each confirmed transfusion reaction, to include clinical man-

agement. Possible transfusion reactions must be defined by the med-
ical staff.

3. Justification for services. Evaluate crossmatch-to-transfusion
ratio; compare type and screen versus type and crossmatch. Single
unit transfusions need not be reviewed on a routine basis except
where identified as a part of the monitoring and evaluation program.
The director of the blood bank will report any suspected abuse or
problem to the QA committee.

4. Adequacy of medical staff approved policies and procedures
relating to the distribution, handling, use, and administration of
blood and blood components. (The blood bank standards in FM
8–70/AFR 160–24/NAVMED P5120 will be used for guidance.)
Policies and procedures will be reviewed annually.

5. Adequacy of ordering practices for blood and blood products.
6. When sampling is used, all evaluations (1 through 5above)

must be accomplished. Sampling must be statistically representative
of cases and departments or services.

(b) Examples of screening criteria that may be used are transfu-
sions given—

1 .  I n  e l e c t i v e  s u r g e r y  c a s e s  w h e r e  p r e o p e r a t i v e  h e m o g l o b i n
equals 9 gm or higher (Hct 30 percent or higher).

2. To patients with severe anemia without active bleeding where
hemoglobin was 7.5 gm or higher (Hct 24 percent or higher).

3. For active bleeding where estimated blood loss was docu-
mented at less than 500 cc.

(4) Drug use review.
(a) This review is designed to evaluate prophylactic, therapeutic,

and empiric use to ensure that all drugs including antibiotics are
used in accordance with guidelines that address appropriateness,
safety, and evaluation of effectiveness. Monitoring and evaluating
will be performed in cooperation with the pharmacy service, depart-
ment of nursing, and other departments and services, as appropriate.

(b) To determine classes of drugs for review, consider whether
the drugs are—

1. Used in high volume.
2. Known from medical literature (empiric studies) to pose a

significant health risk.
3. Known or are suspected to have a high incidence of adverse

reactions with significant health risk.
4. Known to cause or be suspected of causing drug interactions

with significant health risk.
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5. Used in patients who may be at high risk for adverse reactions
because of age, disability or metabolic characteristics.

6. Known to be or are suspected of being especially addictive.
Also consider any significant drug issues identified through the
infection control program or other QA activities.

(c) Examples of antibiotic screening criteria that may be used are
as follows:

1. Failure to start using prophylactic cephalosporins 2 to 4 hours
preoperatively in elective surgery.

2. Receipt by a patient of two or more antibiotics concurrently or
five during a hospitalization.

3 .  P r o p h y l a c t i c  u s e  o n  a  p a t i e n t  7 2  o r  m o r e  h o u r s
postoperatively.

4 .  A n t i b i o t i c  u s e  n o t  b a s e d  u p o n  l a b o r a t o r y  c u l t u r e  a n d
sensitivity.

(d) Drug dispensing errors, drug administration errors, and unto-
ward reactions associated with administered intravenous additive
solutions will be properly documented and routinely reviewed as a
part of ongoing pharmacy and nursing QAPs.

(e) Drug prescription errors by practitioners will be documented
and reviewed (para 4–9a(2)).

(5) Medical record review. There will be a system for selection
of records for review.

(a) Inpatient treatment records (ITRs).
1. A sample of records will be reviewed for clinical pertinence;

that is, the degree to which the ITR reflects the diagnosis, results of
diagnostic tests, therapy rendered, condition and in-hospital progress
of the patient, and condition of the patient at discharge. ITRs will
also be reviewed for timely completion. ITRs will be considered
complete when the required contents are assembled and signed.
Review will be accomplished in coordination with the patient ad-
ministration division (PAD), department of nursing, and other de-
partments and services as appropriate.

2. Sampling will represent the full scope and practice of the
MTF, reflect special attention to high-volume and high-risk diag-
noses and procedures, and include a representative sample of all
practitioners within a 12-month timeframe. (See AR 40–66, chap 7.)

(b) Medical record delinquencies. At a minimum, the following
delinquencies will be identified:

1. History and physical not done within 24 hours after admission.
2. Operative report not dictated within 24 hours of the comple-

tion of surgery.
3. Narrative summary not dictated within 4 working days of

patient discharge.
4. ITR cover sheet (worksheet) not completed within 4 working

days of patient discharge.
5. ITRs not completed within 30 days of discharge will be attrib-

uted to either an individual or an institutional problem. Summation
of medical record delinquencies data will be reported on a quarterly
basis to the QA committee. Appropriate data will be entered into the
PAF.

(c) Outpatient treatment records and health records. Outpatient
treatment records (OTRs) and health records (HRECs) will be re-
viewed for clinical pertinence and completeness; that is, appropriate
documentation of visit or episode, up-to-date problem list, and diag-
nostic test results filed. (See AR 40–66, chaps 5 and 6.)

(6) Pharmacy and therapeutics monitoring. Pharmacy and thera-
peutics monitoring is performed in cooperation with the therapeutics
agents board (TAB), pharmacy service, department of nursing, and
other departments and services as required. The monitoring includes
at least—

(a) The development or approval at least annually of policies and
procedures relating to the selection, distribution, handling, use, and
administration of drugs and diagnostic testing materials.

(b) Review of the drug formulary.
(c) Evaluation and approval of protocols for use of investiga-

tional or experimental drugs, if not accomplished through a clinical
investigations committee.

(d) The definition and review of all significant untoward drug

reactions. All significant untoward drug reactions will be docu-
mented and reported as required by AR 40–2.

b. Anesthesia review. This review includes all important aspects
of anesthesia care in any department or service of the hospital,
including surgical, obstetrical, emergency, ambulatory, and special
procedure units. In addition to implementing appropriate profes-
sional or specialty standards; for example, the standards adopted by
the American Society of Anesthesiologists, clinically valid criteria
will be generated for at least the following indicators:

(1) Appropriateness of choice of anesthetic agent.
(2) Appropriateness of decision to reintubate.
(3) Appropriateness of length of stay in recovery room.
( 4 )  A p p r o p r i a t e n e s s  o f  p r e -  a n d  p o s t - o p e r a t i v e  v i s i t

documentation.
(5) Anesthesia-related delays in surgery.
(6) Compliance with infection control policies and procedures.
(7) Anesthesia complications and management.
c. Emergency medical services (EMS). (See para 3–7 for use of

occurrence screens.) Also, the quality and appropriateness of care in
the major functions of the EMS will be monitored and evaluated.
Examples of indicators are—

(1) Adherence to protocols or criteria for handling emergencies.
(2) Review of culture results with patient followup to ensure

appropriateness of therapy.
(3) Comparison of the final x-ray report with the initial interpre-

tation by the emergency room (ER) physician.
(4) Review of ambulance records for appropriateness of treatment

en route.
(5) Compliance with infection control policies and procedures.
(6) Review of referrals.
d. Ambulatory care. The commander will designate the practi-

tioner responsible for assuring that QA activities are implemented.I-
ndicators will include at least—

( 1 )  A p p r o p r i a t e n e s s  o f  d i a g n o s i s ,  t r e a t m e n t ,  a n d  f o l l o w u p  o f
frequently seen disease entities.

(2) Appropriateness of outpatient care provided pre- and post-
hospitalization for patients with chronic illnesses.

(3) Followup of abnormal diagnostic tests.
(4) Availability or radiology, laboratory, and pharmacy services,

and the availability of the results of such services in a timely
manner.

(5) Control and monitoring of patients on anticoagulants.
(6) Compliance with infection control policies and procedures.
( 7 )  A p p r o p r i a t e n e s s  o f  a p p o i n t m e n t  s c h e d u l i n g  ( i n c l u d i n g  b a -

cklogs)based on the patient’s condition.
(8) Followup of patients referred to other facilities to determine

that assessment was accomplished in a timely manner.
(9) Followup of the return of OTRs to the servicing MTF to

include x-rays of patients referred to other facilities.
e. Special care units. A review of indicators will include at

least—
(1) Appropriateness of admission to the unit (defined by written

criteria).
(2) Appropriateness of medications and treatment ordered and

given.
(3) Appropriateness of request for consultations.
(4) Availability of necessary physician and supporting staff.
(5) Orientation and education programs.
f. Other departments and services. There will be ongoing review

and evaluation of activities that are integral to the routine provision
of patient care. Critical indicators and criteria, together with thresh-
olds, will be developed by each department and service for the
monitoring of patient care. Review and evaluation of preventive and
occupational medicine services will include activities integral to
patient care and those that may impact on patient care or human
health. (See chap 5 for DENTAC, app C for department of nursing,
app D for nutrition care division or directorate (NCD), and app E
for occupational therapy and physical therapy activities.)

3–4. Utilization management and access to care
The QAP must not only improve the quality of medical and dental
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services delivered, it must also ensure access to care and appropriate
allocation of the MEDDAC, MEDCEN, or DENTAC’s resources by
striving to provide the most quality patient care possible in the most
c o s t - e f f e c t i v e  m a n n e r .  W h e r e  s p e c i f i c  s e r v i c e s  c a n n o t  b e  m a d e
available, HCPs will be kept informed of the alternative resources.
(Utilization management can create artificial constraints; however,
quality patient care will not be compromised.)

a. Utilization management plan. A written plan for utilization
management will be prepared to define goals and plans for the year.
The overall effectiveness of utilization management will be evalu-
ated annually. The plan will include at least the—

(1) Authority and responsibility of those involved in the perform-
a n c e  o f  u t i l i z a t i o n  m a n a g e m e n t  a c t i v i t i e s  t o  i n c l u d e  c o r r e c t i v e
action.

(2) Description of the methods for identifying utilization-related
problems including monitoring activities.

( 3 )  A u t h o r i t y  a n d  r e s p o n s i b i l i t y  o f  d e p a r t m e n t s ,  s e r v i c e s ,  a n d
clinics in utilization management.

(4) Required reporting to the QA committee.
(5) Discharge planning mechanism. Criteria for initiating dis-

charge planning will be developed to identify patients whose diag-
n o s e s ,  p r o b l e m s ,  o r  p s y c h o s o c i a l  c i r c u m s t a n c e s  u s u a l l y  r e q u i r e
discharge planning.

(6) List of diagnoses, diagnosis-related groups (DRGs), proce-
dures planned for monitoring, monitored equipment, and a summary
of expected conformance of policies with current requirements (b
below).

b. Review and assessment. The following are parts of utilization
management:

(1) Planned review of care received by inpatients with excessive
lengths of stay for diagnoses, DRGs, or procedures. Average lengths
of stay will be specified by the MTF.

(2) Review of the accessibility or availability and alternate use of
ambulatory care services; for example, outpatient versus inpatient
treatment.

(3) Effectiveness of discharge planning.
(4) Use of supplemental care.
(5) Impacts of administrative actions (such as use of leaves and

passes, scheduling, subsisting elsewhere, and scheduling medical
boards or requests for assignment instructions).

(6) Review of the long-term patient roster. The roster (AR 40–3)
will be reviewed each month to determine the appropriateness of
medical and administrative management. U.S. military patients who
are unlikely to return to duty will be administratively processed
promptly and referred to an appropriate health care facility.

(7) Review and justification of all cases of RC personnel who are
receiving incapacitation pay and/or continued treatment after the end
of the training period.

(8) Review and assessment of resource utilization statistics on
accessibility of care, personnel and staffing, and volume of care
actually delivered to patients.

(9) Quarterly review of priority listing for equipment on any
high-cost procurement (over $10,000 in cost) list.

(10) Annual assessment of high-cost equipment that is over 10
years of age.

3–5. Risk management program
a. RM program. An RM program provides for accident and in-

jury prevention and the reduction of the cost of claims and other
financial losses. It encompasses not only the reduction of financial
loss to the government but the reduction of risk to patients presented
for diagnosis and treatment, and to visitors, family, and MTF per-
sonnel. Events will be reviewed that present patient risks although
they may not present a risk of financial loss because of ineligibility,
expiration of a statute of limitation, or fortuitous lack of damage.
Overall effectiveness of the program will be reviewed with the QA
committee chairperson at least quarterly.

b. RM program implementation. An RM program will be imple-
mented at every MEDDAC, MEDCEN, and DENTAC.

(1) All serious adverse events, whether or not they are compensa-
ble, will be promptly investigated by priority as established by the
risk manager.

(2) A system will be implemented that identifies all adverse
events. An adverse event occurs when a patient suffers any uninten-
ded or unexpected negative result during patient care. Immediate
action will be taken to ensure that the patient is protected from
additional injury and to mitigate the untoward effects of the event.
The patient will be informed by the primary provider of the effects
of the event on his or her health and the prognosis.

(3) When an adverse event occurs, the person in charge of the
activity where it occurred will ensure that DA Form 4106 (Quality
Assurance/Risk Management Document) is prepared and submitted
to the head of the department, service, or clinic within 24 hours of
the occurrence. If death or life-threatening injury has occurred, the
commander will also be notified. DA Form 4106 will be forwarded
to the risk manager as soon as possible but in no case later than 48
hours.

(4) Reports of incidents occurring during weekends or holidays
will be submitted by 0800 the first normal workday. The report will
be factual and objective, giving full details in a concise manner. It
will not contain any analysis or speculations about the cause of the
adverse event. The chief of the department, service, or clinic con-
cerned will ensure that corrections and followup are made. Each
adverse event that requires physician or dentist analysis and RM
intervention will be discussed with the chief of the department,
service, or clinic concerned.

(5) DA Forms 4106 are QA documents (para 1–7) and accessible
to authorized persons only. The forms will be maintained in the risk
manager’s office per AR 25–400–2, FN 40–407a, and will never be
placed in an ITR.

(6) Additionally, all adverse events related to a patient’s condi-
tion and treatment will be entered on SF 509 (Medical Record—
Doctor’s Progress Notes) and any other pertinent medical records.
The entry should describe any evidence of patient injury and what
action was taken for the patient. It should not conclude that an
adverse event or accident occurred. Reports of other than patient
care adverse events will be reviewed by the safety officer. Such
reports will also be referred to other appropriate personnel.

c. Handling of medical records.
(1) In all cases of potential compensable events (PCEs) or Fed-

eral tort claims, original medical or dental records will not be
released directly to the patient or his or her authorized representa-
tive. The medical or claims judge advocate (CJA) or U.S. Army
Claims Service (USARCS), as appropriate, will release copies of the
records. (This does not apply to cases where the claim is being filed
with an individual or agency outside the U.S. Government.)

(2) Original records will not be released unless requested by a
Government attorney defending the United States in a malpractice
lawsuit. Any such request for medical or dental records must be in
writing, specifying the dates of treatment and the names of the
MTFs or DTFs involved. The records will be released only per AR
340–21 and AR 27–20. Release of medical or dental records is
limited to records defined in AR 40–66 and listed in tables 5–1,5–2,
6–1, and 7–1 therein.

(3) Records kept by various departments, services, and clinics in
an MTF or DTF (for example, x-rays, wet tissue, paraffin blocks,
microscopic slides, surgical and autopsy specimens, tumor death
reports, and fetal monitoring strips) will not be released unless
requested by the Litigation Division of the Office of The Judge
Advocate General (OTJAG), or USARCS. When these records are
specifically requested by the patient or his or her representative,
g r a n t i n g  s u c h  r e q u e s t s  w i l l  b e  d i s c r e t i o n a r y  w i t h  t h e  C J A  o r
USARCS. Original x-rays, paraffin blocks, and slides will not be
released.

(4) When medical or dental records are needed for treatment
purposes elsewhere, copies or appropriate extracts will be furnished.
Prior to the disposition of these records to the National Personnel
Records Center (NPRC), USARCS, or Litigation Division, OTJAG
(DAJA–LTT), WASH, DC 20310–2210, (AV 225–6435) will be
consulted.
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(5) Special attention will be given to the handling of medical or
dental records involved in litigation or adjudication to ensure ac-
curacy and correlation of evidential documentation. The practices
below will be followed.

(a) Prior to any action (for example, photocopy; release to local
CJA;transmittal to Litigation Division, OTJAG; or response to sub-
poena), the original medical or dental record will be reviewed for
completion by PAD or the DENTAC and assembled in the appropri-
ate order prescribed in AR 40–66. Assembly will include the attach-
ment of all undersized reports (x-ray reports, laboratory reports,
electrocardiogram (ECG) tracings or special tracings) to their re-
spective display or mounting sheets.

(b) Medical or dental records involved in litigation or adjudica-
tion require special safeguarding in PAD and will be maintained
separately. Complete records filed separately will be accounted for
in the central file area with a charge-out guide. Portions of records
(for example, reports of special examination) maintained separately
will be cross-referenced by an annotation in the basic record (for
example, on SF 600(Health Record—Chronological Record of Med-
ical Care)). (See AR 40–66, para 2–5b.)

(c) Reproductions must be legible (that is, the print will not be
blurred or too light to read). Words and portions of words will not
be cut off because of improper positioning of the original copies in
the copying equipment. There will be a photocopy page to corre-
spond to every original page.All pages will be numbered consecu-
tively regardless of the number of hospitalizations. (Numbering will
be done prior to copying.)

(d) PAD will be the only office in the MTF where official (au-
thenticated) photocopy of a medical record may be made for pur-
poses cited in(a) above.

(e) If medical or dental records are released to CJA or USARCS,
PAD will append a list to the record identifying signatures and
initials appearing in the record. To ensure the capability of identify-
ing authorship of documentation, signature and initial verification
lists will be maintained for practitioners involved in medical or
dental record documentation. These lists should be recorded on DA
Form 4700 (Medical Record—Supplemental Medical Data), and
filed in the patient’s medical or dental record.

(f) Copies of all correspondence concerning the case will be
appended to the record. Copies of correspondence will also be
maintained by the CJA.

(g) When medical or dental records have been retired to the
NPRC, the CJA or USARCS (not the MEDDAC, MEDCEN, or
DENTAC) will notify NPRC not to release the record to the patient
or his or her representative. They will also request any records
needed from NPRC.

(6) Medical records will be copied and given to the risk manager
within 48 hours of the request or as soon as the priority system will
allow.

d. RM committee and reports.
(1) An RM committee will be established. It will be multidis-

ciplinary but consist of a majority of physicians, the risk manager,
and the CJA. In cases of medical materiel problems, a medical
logistician liaison officer will be included. When considered appro-
priate by the chairperson, the safety officer will also be included.
The chairperson will be designated by the commander.

(2) Committee minutes or reports will summarize activities, to
include problem trends with recommendations for resolving them,
and the status of pending claims and adverse events. The minutes or
reports will be processed through the QA committee to the execu-
tive committee. Sensitive information will not be included in the
minutes or reports but will be kept on file in the risk manager’s
office. Practitioner specific findings will be reported to the creden-
tials committee.

e. Designated risk manager. A risk manager will be designated in
writing at each MTF. The risk manager will be an AMEDD officer
with the rank of major or above or civilian equivalent, where possi-
ble. (The CJA will not be the risk manager.) The risk manager will
have competence in RM standards and policy, general RM adminis-
tration, basic clinical disease processes, medical terminology, and

accident prevention. Competence may be evidenced by appropriate
education or by 1 year of practical experience in health care risk
management. The risk manager will—

(1) Be a member of the RM committee.
(2) Direct the RM program and report to the QA committee when

RM functions are performed by other QAP activities.
(3) Screen adverse events in order to determine whether or not

they require physician analysis and RM intervention.
(4) Notify the CJA within 24 hours of identifying a PCE and

coordinate further review.
(5) Seek guidance from the CJA regarding explanations of and

discussions about the circumstances surrounding the event between
staff members and the patient or his or her representative.

(6) Serve as point of contact within the MTF for arranging,
scheduling, and coordinating interview of MTF personnel by the
CJA or representatives of the USARCS.

(7) Systematically analyze internal hospital data sources (incident
reports, medical records, patient care evaluation activities, patient
complaints, and so forth) to identify problems and PCEs and deter-
mine if adverse events could have been avoided. Other reports such
as Inspector General reports will also be used, as authorized by
applicable regulations (for example, AR 20–1).

(8) Maintain data (g below) including QA investigative reports
on adverse events and claims. (See para 4–13.) These data will not
be maintained by the patient’s name. They should be maintained
and cross-indexed by date, department or service, or type of event;
for example, failure to diagnose cancer. Report appropriate informa-
tion concerning medical malpractice claims and settlements.

(9) Coordinate with the QAC.
(10) Incorporate quality control procedures for medical materiel

complaints as part of his or her overall risk management. (The chief,
logistics division is responsible for the dissemination of medical
m a t e r i e l  q u a l i t y  c o n t r o l  m e s s a g e s  u n d e r  t h e  p r o v i s i o n s  o f  A R
40–61.)

(a) The risk manager must coordinate with the chief, logistics
division on all medical materiel problems involving potential Gov-
ernment liability (i below).

(b) The chief, logistics division, will ensure that the risk manager
and department and service chiefs are immediately notified of all
product liability complaints. A followup mechanism will be estab-
lished by the chief, logistics division, to ensure that appropriate
action has been taken on each complaint and that patient safety has
been maximized.

(c) The risk manager will provide reports on actions taken by
logistics and department and service chiefs to the commander and
the RM committee.

( 1 1 )  I n s t r u c t  M T F  p e r s o n n e l  r e g a r d i n g  R M  p o l i c i e s  a n d
procedures.

f. Designated senior physician. A senior physician will be desig-
nated in each MTF to provide professional medical consultation to
the risk manager and CJA as needed. For example, the senior physi-
cian will—

(1) Assist the risk manager in analyzing adverse events.
(2) Provide consultation to the CJA before and during an investi-

gation of the primary medical issues.
(3) Arrange reviews by qualified military and civilian medical

specialists.
g. PCE.
(1) When an adverse event is determined to be a PCE by the risk

manager after consultation with the CJA, it will be entered into the
AQCESS Risk Management Monitoring and Evaluation (events op-
tion) Menu with reports archived as support for possible future
malpractice cases. In addition to the review, attributions, and dispo-
sition, the case will be categorized as follows:

(a) Met standards of care.
(b) Standards of care not met.
(c) Indeterminate.
(2) The degree of injury or disability will be graded as follows:
(a) Moderate. Examples include falls with laceration, appendec-

tomy with a single postoperative episode of sepsis, healed forearm
fracture with minor angulation but full range of motion of wrist and
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elbow, incisional hernia, loss of one testicle, loss of a portion of a
finger (other than index or thumb), and fracture of a tooth during
anesthesia.

(b) Severe. Examples include a fall with resultant neurological
injury, appendectomy with postoperative intra-abdominal abscess,
healed forearm fracture with loss of motion in the wrist or elbow,
myocarcial infarction after surgery, evisceration, postoperative inad-
vertent retention of a foreign body, loss of one phalanx of a thumb
or index finger, anesthetic related cardiac or respiratory arrest, and
loss of life other than in terminal illness.

h. CJA reporting. The CJA will review and report to USARCS
within 72 hours any of the following types of adverse events: (Doc-
umentation to be forwarded will be determined per USARCS direc-
tives.) (See AR 27–40, chap 5.)

( 1 )  A n  u n e x p e c t e d  o r  p r e v e n t a b l e  d e a t h  o r  s i g n i f i c a n t  i n j u r y
while under the control of the MTF or DTF (not associated with
injuries incurred prior to emergency service or hospital admission or
a known pre-existing disease).

(2) Any adverse event that either caused, or could cause, injury
or death to patients, that in the opinion of the MEDDAC, MED-
CEN, or DENTAC commander deserves a QA investigation.

(3) Any cases determined by the CJA that may result in a claim.
(These cases will be coordinated with the risk manager.)

i. Requests for information. MEDDAC, MEDCEN, and DEN-
TAC personnel will not deal directly with claimants or potential
claimants or their attorneys or representatives without prior coor-
dination with the risk manager, who will coordinate with CJA. All
requests for medical or dental information will be referred to the
chief, PAD. In these cases, PAD will coordinate with the risk
manager who will coordinate with the CJA.

j. Products liability cases. In actual or potential products liability
cases, the risk manager will ensure that evidence is preserved.

(1) This includes adverse events in which medical equipment or
appliances are involved in an unexpected injury, drug overdose,
drug reaction, or an improper prescription. Every effort will be
m a d e  t o  p r e s e r v e  t h e  a c t u a l  e q u i p m e n t  ( f o r  e x a m p l e ,  n e e d l e s ,
sponges, supplies, drugs, or packages, along with relevant mainte-
nance and purchase and manufacturer’s literature). (See AR 27–20,
para 2–1.)

(2) Where operating equipment is involved (for example, respira-
tor, suctioning equipment, or equipment controlling the administra-
tion of intravenous fluids), the equipment will be removed from
service and inspected by a qualified Government employee to deter-
mine whether there has been a malfunction or a design flaw, and to
decide whether an independent appraisal is necessary. The supplier
and manufacturer will be notified and provided an opportunity to
inspect (while supervised by a qualified Government employee)the
equipment and the actual parts involved. The CJA will be notified
prior to any inspection by Government employees, contractor, or
supplier employees. The equipment will not be returned to service
prior to inspection except where, in the opinion of the commander,
medical necessity requires immediate use. Any parts replaced in the
equipment involved will be secured by the chief, logistic division,
for possible evidentiary use. All original maintenance and purchase
records will be secured and photographs taken of the equipment and
actual parts involved.

k. Death cases. In cases involving death, immediate attention will
be given to whether an autopsy would aid in determining the role of
a  t h e r a p e u t i c  m i s a d v e n t u r e  a s  t h e  c a u s e  o f  d e a t h .  T h e  a u t o p s y
should attempt to consider all life shortening conditions present.
Where necessary, consultation with the Department of Legal Medi-
cine, Armed Forces Institute of Pathology(AFIP), is encouraged.
(See AR 40–2, para 4–4.)

l. Adverse event reporting. Any adverse event involving signifi-
cant morbidity or death will be reported immediately to the next
higher headquarters (para 4–9b(2)).

m. Malpractice claim. The CJA will provide the risk manager a
copy of each claim alleging malpractice at the MTF or DTF. The
USARCS will ensure that the CJA for each concerned MTF or DTF

receives a copy of each claim alleging substandard care at that
facility.

3–6. Duties of the MEDDAC or MEDCEN quality assurance
coordinator
The QAC—

a. Monitors all MTF QA activities to ensure that they are ongo-
ing, effective, appropriately documented, integrated with other MTF
related programs, and in compliance with Army regulations and the
J o i n t  C o m m i s s i o n  o n  A c c r e d i t a t i o n  o f  H e a l t h c a r e  O r g a n i z a t i o n s
(JCAHO) standards.

b. Serves as the primary authority regarding current QA manage-
ment procedures.

c. Establishes and maintains lines of communication and coordi-
nates and consolidates MTF QA activities.

d. Analyzes and organizes data (practice patterns, trends, and
meaningful comparison).

e. Develops a system for filing and tracking QA data, ensuring
appropriate confidentiality.

f. Prepares, in coordination with the QA committee chairperson,
agenda items for monthly MTF QA committee and executive com-
mittee meetings.

g. Maintains the MTF AQCESS.
h. Coordinates with the credentials specialist.
i. Coordinates occurrence screening per paragraph 3–7b.
j. Coordinates with the risk manager. Immediately provides RM

with all data received in QA activities with known or suspected
potential for claims against the MTF.

k. Acts as spokesperson for and promotes active participation in
the MTF QAP.

l. Teaches QA methods to all elements of the MTF or coordi-
nates educational programs with departments and services.

m. Ensures that the overall MTF QA plan is reappraised at least
annually and recommends appropriate program modification.

3–7. Occurrence screening
Occurrence screening is a criteria-based monitoring of patient medi-
c a l  a n d  d e n t a l  r e c o r d s  i n  o r d e r  t o  i d e n t i f y  a d v e r s e  p a t i e n t
occurrences.

a. MTF- or DTF-generated and generic monitors required by
higher headquarters will be used. Attending practitioners, or desig-
nated persons, will identify “occurrences found” for each patient at
discharge, at the death of the patient, or at the earliest time after an
occurrence is identified. The AQCESS occurrence screening check-
list should be used. The checklist will be sent to the MEDDAC,
MEDCEN, or DENTAC QAC.

b. The MEDDAC or MEDCEN QAC—
(1) Determines which department or service chief or committee

chairperson should evaluate the identified occurrence. Following the
evaluation, attribution and accountability data will be accomplished
and returned to the QAC.

(2) Sends a printout listing these occurrences to the QA commit-
tee. In cases attributed to performance of practitioners, the list will
also be sent to the credentials committee and to the respective
department or service chiefs for appropriate action. (Documentation
will be made in the practitioner’s PAF). For all HCPs, further
actions, ranging from negative findings being reflected on the Offi-
cer Evaluation Report (OER) or Enlisted Evaluation Report (EER),
to separation or termination of employment will be pursued based
on the degree of improvement following intervention. For institu-
tional or corporate findings, the QA committee will forward the
findings to the executive committee for management review and
action.

(3) Prepares a quarterly and annual summary by clinic service
groupings. (The mission template of the MTF will determine the
clinic services established in that facility.)

c. The MEDDAC or MEDCEN QA committee monitors compli-
ance with the QAP program. A random audit of at least 10 percent
of the records of patients discharged will be performed monthly by
designated personnel. Checklists noted to contain inappropriate re-
sponses (or where the correctness of a determination is in doubt)
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will be referred to the QA committee for review and followup
action. (Careful analysis will be accomplished prior to initiating
adverse privileging action on the basis of an isolated occurrence. On
the other hand, repeated occurrences by a practitioner or particular
department or service must receive scrutiny and positive action in
order to protect patients from harm.)

d. Occurrence screening applies to all military and civilian practi-
tioners as well as interns, residents, and fellows who, under regula-
tions of the AMEDD, provide medical treatment in Army MTFs.
The screening will also be used to identify institutional problems.

e. Occurrence screening does not negate the completion of DA
Form 4106 per paragraph 3–5b.

3–8. Emergency medical services occurrence screening
Emergency medical services (EMS) occurrence screening will be
used. Until necessary personnel are available, the criteria will be
used on a rotating basis; that is, one or two per month. Implementa-
tion of the AQCESS EMS module is recommended but not required.

3–9. Inpatient discharge survey
Every inpatient will be given the opportunity to complete, at dis-
charge, an evaluation of care received. The locally developed ques-
tionnaires will address the following:

a. Promptness of the admission process.
b. Courtesy and friendliness of the admissions staff.
c. Respect for patient privacy.
d. How well staff members identified themselves and explained

their purpose.
e. Satisfaction with HCPs, nursing staff, dietary services, and

housekeeping services.
f .  E x p e r i e n c e s  w i t h  l a b o r a t o r y  t e s t s  a n d  x - r a y  o r  r a d i o l o g y

procedures.
g. Whether it is clear that there was a primary care practitioner.
h. Overall rating of patient care received.
i. How well the staff members explained conditions, treatment

options, and expected results of the treatments.

Chapter 4
Credentials Review, Privileging, and Proceedings

4–1. General
a. Credentials review and clinical privileging must be effective in

order to maintain quality health care. Credentials review includes
verification of current licensure, certification, registration (as appro-
priate), education, training, experience, and current competence. The
privileging process is directed solely and specifically to the provi-
sion of quality patient care and is not a disciplinary or personnel
management mechanism. Privileging actions may, however, accom-
pany actions of an administrative or judicial nature or may engender
such actions. In any event, they require independent judgment and
fairness.

b. Privileging provides for processing through credentials com-
mittee channels those practitioners given the authority and responsi-
bility for making independent decisions to diagnose, initiate, alter,
or terminate a regimen of medical or dental care. This includes
physicians, dentists, nurse practitioners, nurse anesthetists, nurse
midwives, podiatrists, optometrists, clinical social workers, clinical
psychologists, and physician assistants. Also included will be per-
sonnel from the following professions when given individual clini-
cal privileges:

(1) Physical therapists.
(2) Occupational therapists.
(3) Audiologists.
(4) Clinical dieticians.
(5) Clinical pharmacists.
(6) Speech pathologists.
c. Other HCPs who function under a standard job description,

protocol, or policies and procedures will not be privileged. Depart-
ment or service chiefs may develop an internal certification mecha-
n i s m  t o  p e r f o r m  t h e s e  f u n c t i o n s .  H o w e v e r ,  a n y  H C P  m a y  b e
privileged when deemed appropriate by the MEDDAC, MEDCEN,
or DENTAC commander. Where full performance of a civil service
position requires the incumbent to be privileged, privileging is a
condition of employment.

d. Recommendations for granting of clinical privileges will be
made by the department or service chief, acted on by the credentials
committee, and forwarded to the commander for approval or disap-
proval. No actions of the credentials committee will be considered
final until approved and signed by the commander. In the case of
nonphysician practitioners, peer recommendations normally will be
o b t a i n e d  i n  a d d i t i o n  t o  d e p a r t m e n t  o r  s e r v i c e  c h i e f
recommendations.

e. Practitioners will be granted privileges in the departments,
services, and clinics in which they practice, including the emergency
room. The clinical director of the Alcohol and Drug Abuse Preven-
tion and Control program (ADAPCP) will be privileged.

f. Granting of clinical privileges will be based on education,
specific training, experience, and current competence, taking into
account the limitations of the MTF support staff, equipment, capa-
bility, and so forth, which may limit a practitioner from carrying out
some health care activities. Inquiry will also be made to the Na-
tional Practitioner Data Bank (para 4–13f) prior to initial granting of
clinical privileges. In no instance may a person be assigned or
privileged to perform professional duties unless qualified by educa-
tion, training, and experience to perform them. Behavioral compe-
tence and health status are also elements in this decision-making
process.

g. Reappraisal of defined clinical privileges will be completed at
least every 2 years and when a practitioner changes station. (For
RCs, see chap 6.)

h. Clinical privileges may be ignored only in the case of an
emergency. An emergency is a condition in which the life of the
patient is in immediate danger or he or she may be permanently
injured if treatment is delayed. In such cases HCPs will be expected
to do all in their power to save the patient’s life or prevent injury.
This includes calling for available consultations.

i. Each department, service, or clinic will develop criteria for
granting clinical privileges in that department, service, or clinic.

4–2. Clinical privileges
Clinical privileges are the type of practice activities permitted in the
granting MEDDAC, MEDCEN, or DENTAC, within defined limits,
based on the practitioner’s education; professional license, as appro-
priate; experience;current competence; ability; judgment; and health
status.

a. Staff privileges.
(1) Courtesy privileges. These are clinical privileges given to

practitioners assigned to the MEDDAC, MEDCEN or DENTAC for
short periods; that is, temporary duty (TDY) of 180 days or less.
They may also apply to a practitioner located in geographic proxim-
ity to an MTF or DTF during military training exercises but not
assigned to the facility. These privileges may be granted by the
commander of the receiving facility after written or telephonic com-
munication with the practitioner’s commander or commander’s rep-
r e s e n t a t i v e ,  i f  a p p r o p r i a t e .  C o u r t e s y  p r i v i l e g e s  d o  n o t  a p p l y  t o
ARNG or USAR practitioners.

(2) Consultant privileges. These are advisory clinical privileges
given to military or civil service practitioners designated as consult-
ants or experts. A PCF will be initiated per paragraph 4–6. The PCF
for the civilian consultant or expert will include, as a minimum, DA
Form 4691–R (Initial Application for Clinical Privileges), board
certification, updated curriculum vitae, letters of recommendation,
and verification documentation. DA Form 4691–R is located at the
back of this regulation and may be reproduced on 81⁄2- by 11-inch
paper. Consultants or experts who provide direct patient care must
have formal privileging (para 4–8).

(3) Temporary privileges.
(a) These are clinical privileges given to active duty practitioners
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when reporting to a new duty station with an incomplete PCF or
without a PCF. When a practitioner requests clinical privileges by
letter at the gaining MTF without a completed PCF (or the PCF has
not yet arrived), the practitioner may be granted temporary privi-
leges by the commander on the recommendation of the chief of the
applicable department or service or the DCCS. Temporary privileges
d o  n o t  r e q u i r e  r e v i e w  o r  r e c o m m e n d a t i o n  b y  t h e  c r e d e n t i a l s
committee.

(b) The practitioner will sign an acknowledgement of having
received and read the MTF medical staff’s current rules and regula-
tions and an agreement to be bound by their rules and regulations
pertaining to temporary privileges. Temporary privileges may be
granted for a stated time not to exceed 30 days. Information on
available items of education, training, licensure, and so forth will be
obtained from the QA Provider Actions Branch, Quality Assurance
Division, Directorate of Professional Services (SGPS–PSQ), 5109
L e e s b u r g  P i k e ,  F a l l s  C h u r c h ,  V A  2 2 0 4 1 – 3 2 5 8 ,  A U T O V O N
289–0088 or commercial (703) 756–0088.

(c) A practitioner with temporary privileges will be supervised by
a designated MTF staff member. This supervisor must be privileged
and of the same specialty area in which clinical privileges are
requested (or any other privileged member of the staff when a
specialist in the same discipline is not available). The supervising
member must be designated in writing.

(d) Temporary privileges will be used for active duty military
practitioners only and will not be granted pending the processing of
clinical privileges applications for RC or civilian practitioners. After
the temporary period, the practitioner will be placed on provisional
status in accordance with (4)(a) below. At DTFs, the DENTAC will
place the practitioner on temporary status, arrange for supervision,
and approve provisional status.

(4) Provisional (conditional) privileges. Provisional clinical privi-
leges are given to practitioners newly assigned to a facility or
discipline; for example, when they first come on active duty or
become employed by the AMEDD, change duty stations, or com-
plete a Graduate Health Professions Education (GHPE) program in a
different specialty area.Practitioners who return to clinical practice
after serving in a nonclinical capacity (for example, in an adminis-
trative or leadership role) for more than 1 year will be given only
provisional privileges, regardless of the reason for the nonclinical
service, to permit an evaluation of their current clinical competence.
Action pertaining to civil service employees regarding performance,
training, conduct, and probationary periods will be coordinated with
the appropriate civilian personnel office (CPO).

(a) The period of provisional privileges will be 365 days (para
4–4a). However, the provisional privileges may be reviewed by the
commander and defined privileges granted or other action taken, if
appropriate, based on the review. The risks associated with the
activities for which privileges are sought and the frequency with
which procedures are performed should be taken into consideration.

(b) Failure to attain and retain required proficiency levels for
defined privileges by the end of the provisional period will require
an evaluation as to whether revocation or permanent restriction of
privileges is appropriate. For practitioners completing a GHPE pro-
gram in a different specialty area and failing to attain proficiency
levels, an evaluation to determine privileging in his or her prior
credentialed specialty area will also be accomplished. A decision
whether to separate the practitioner will be made by the commander
following the privileging action (AR 635–100).

(c) During the provisional period, practitioners will be supervised
directly or indirectly depending on the recommendations of the
c r e d e n t i a l s  c o m m i t t e e .  T h e  a p p o i n t e d  s u p e r v i s o r  w i l l  s u b m i t
monthly reports to the credentials committee; however, quarterly
reports will be acceptable after three successive satisfactory monthly
reports.

(d) RC practitioners whose professional credentials have been
reviewed and accepted by the credentials committee for a period of
active duty at the MEDDAC, MEDCEN, or DENTAC will be given
provisional privileges at each facility where active duty for training
(ADT) is conducted. Repetitive ADT at the same facility may result

in the facility granting defined privileges based upon credentials
committee review and the commander’s approval.

(5) Defined privileges. These are clinical privileges given the
individual by the commander upon recommendation of the creden-
tials committee after completion of a satisfactory provisional period.

b. Privileging actions. Several privileging actions are available to
the credentials committee and the commander. (Individuals enrolled
in GHPE are controlled by AR 351–3.) (See para 4–8h.) The fol-
lowing are privileging actions that may be taken after performances
are documented:

(1) Privilege reappraisal. (See para 4–8e andf.)
(2) Abeyance. This is the temporary assignment of a practitioner

to nonclinical duties while an internal or external peer review is
conducted. This period will not exceed 14 days except that the MTF
may grant a single additional 14 days by order of the commander.
Such abeyance periods are not considered adverse actions with
regard to privilege sanctions or reporting requirements.

(3) Augmentation. This is the addition of clinical privileges not
previously held by the practitioner. Augmentation is based on addi-
t i o n a l  t r a i n i n g ,  s u s t a i n e d  s u p e r i o r  p e r f o r m a n c e ,  c o r r e c t i o n  o f
previously demonstrated deficiencies, or other objective evidence of
increased expertise.Reappraisal per paragraph 4–8e is required.

(4) Suspension. This is temporary removal of all or part of a
practitioner’s privileges based on incompetence, negligence, or un-
professional conduct, or other factors that do or may affect the
appropriateness of the practitioner’s privileges.

(5) Restriction (limitation). This is permanent removal of a por-
tion of a practitioner’s clinical privileges based on incompetence,
u n p r o f e s s i o n a l  c o n d u c t ,  o r  o t h e r  f a c t o r s  a f f e c t i n g  t h e  a c t i v i t i e s
restricted.

(6) Revocation. This is permanent removal of all clinical privi-
leges. In most cases, such action will be followed by action to
terminate the practitioner’s DOD service (para 4–4).

4–3. Transfer
a. Practitioner change of station or employment. The credentials

committee of the losing MEDDAC, MEDCEN, or DENTAC will
send the PCF by certified mail, return receipt requested, to the
commander of the receiving facility. The PCF will be forwarded far
enough in advance to ensure that it arrives at the receiving facility
no later than 15 days before the practitioner’s reporting date. If the
gaining facility has not received the PCF upon the practitioner’s
arrival, the facility will take immediate steps to locate the missing
PCF. Temporary privileges may be granted to the active duty practi-
tioner (para 4–2a(3)).

b. Administrative position or school. If the practitioner changes
station to a position involving no clinical practice or attends a
civilian or military school (other than graduate medical or dental
education), the PCF will be sent to HQDA (SGPS–PSQ), 5109
Leesburg Pike, Falls Church, VA 22041–3258. These files will be
held until requested. (The PCF may be requested by a collocated
MEDDAC, MEDCEN, or DENTAC if the practitioner engages in
clinical practice while attending school.) For those attending mili-
tary graduate medical or dental education, the PCF will be for-
warded to the military facility conducting the internship, residency,
or fellowship training.

4–4. Practitioner’s separation
a. Military.
(1) A military practitioner who is not in compliance with this

regulation may be eliminated from the service under the provisions
of AR 635–100 or AR 135–175.

(2) Active duty members leaving the service in a less than fully
privileged status will not receive an appointment or assignment in
an AMEDD branch of the RCs.

b. Civilian practitioners. A civilian employee’s failure to attain
or to maintain the required proficiency levels and the ability to
practice may be a basis for separation since the employee is not
qualified to retain his or her appointment to the position. Command-
ers may consider separation under three approaches, each of which
requires close consultation with the servicing CPO.
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(1) Separation during probation. If the practitioner is serving
under a probationary appointment (initial competitive appointment,
typically a 365-day period), the practitioner may be separated under
the provisions of Federal Personnel Manual (FPM), chapter 315.
Such an action must be completed before the end of the last duty
day prior to the practitioner’s 365th day after appointment. For
practitioners who are under probation, this is the preferred route,
and warrants close scrutiny of employees during their first year of
employment.

(2) Separation based on performance. This approach is based on
poor performance of one or more critical elements in a practitioner’s
performance plan, and need not include a loss of privileges. This
action is taken under the provisions of section 4303, title 5, United
States Code and FPM, chapter 432. There are significant rights to
notice, opportunity to improve, and to seek external review.

(3) Separation based on loss of qualifications. This approach is
based on the fact that the practitioner is no longer qualified to
perform the duties of the position to which he or she was appointed,
or when misconduct or malfeasance serve as a basis. (The miscon-
duct must be related to the practitioner’s ability to perform the
duties of the position—the “nexus” requirement.) There are signifi-
cant rights to notice, hearing, representation, and appeals beyond the
agency.

4–5. Cross-servicing of practitioners’ credentials files
PCFs will be provided as supporting documentation for those practi-
tioners who request interservice transfers. These files will be certi-
f i e d  c o p i e s  a n d  w i l l  b e  a d d e d  t o  t h e  t r a n s f e r  r e q u e s t  b y  t h e
practitioner’s MEDDAC, MEDCEN, or DENTAC commander. Cre-
d e n t i a l s  f i l e s  o f  a p p l i c a n t s  n o t  s e l e c t e d  f o r  A M E D D  s e r v i c e
(preselection credential review) will be made available to recruiting
agencies of the other Services on request.

4–6. Preselection credential review
a. Verification. Prior to appointment to the military, civil service,

consultant status, foreign national local hire, or as a contract practi-
tioner, a verification of education, training, experience, licensure
and/or certification and/or registration, and current competence will
be completed. (See para 4–13f.)

b. PCF. Information will be obtained so that a PCF can be
i n i t i a t e d .  ( T h i s  i n f o r m a t i o n  w i l l  s e r v e  a s  t h e  b a s i s  o f  t h e  P C F
t h r o u g h o u t  t h a t  p r a c t i t i o n e r ’ s  s e r v i c e  c a r e e r ,  o r  f o r  n o n m i l i t a r y
health care practitioners the entire period they work within the
AMEDD.) Following is the information needed:

(1) Copies of qualifying education degrees (including diplomas)
needed for the performance of clinical privileges and verification of
the authenticity of these documents (para 4–6c).

(2) Copies of required postgraduate training certificates for the
privileges in the area of work; for example, internship, residency,
fellowship, nurse anesthesia school, and verification of the authen-
ticity of these documents.

(3) Copies of State licenses and current renewal certificates, and
Educational Commission for Foreign Medical Graduates (ECFMG)
certification when applicable. A list of all licenses ever held will be
provided along with an explanation of any that are not current or
that have ever been subjected to disciplinary action, and a statement
that this list with explanations is complete and accurate. There will
be verification of licenses and certificates.

(4) Copies of specialty board certificates and fellowship certifi-
cates and verification.

(5) A curriculum vitae to account for all periods of time subse-
quent to obtaining the initial qualifying degree.

(6) Proof of current (within 1 year) competence (letters of refer-
ence and a recent description of clinical privileges as concurred in
by the supervisors of the practitioner per c(5) below).

(7) A statement of involvement in malpractice cases and claims
to include a brief description of the facts of each claim settled on
the behalf of the practitioner.

(8) Any history of disciplinary action by hospitals, State licensure
boards, or other government agency.

(9) A statement regarding physical and mental health to include
any history of drug or alcohol abuse.

(10) An interview summary by at least one Medical Corps (MC)
officer on active duty (applies to MC only).

( 1 1 )  A l l  c u r r e n t  a n d  p r i o r  D r u g  E n f o r c e m e n t  A g e n c y  ( D E A )
numbers, as appropriate.

(12) National Practitioner Data Bank query.
c. Verification.
(1) Preselection verification of military (para 4–6b) will be com-

pleted by the AMEDD Officer Procurement Division, U.S. Army
Health Professional Support Agency (SGPS–PD). Verified copies of
all the documents along with DA From 71 (Oath of Office—Mili-
tary Personnel) and a copy of orders will be sent to the first MED-
DAC, MEDCEN, or DENTAC to which the practitioner is assigned.
A duplicate packet will be given to the appointee. (These documents
will serve as the basis of the PCF throughout the practitioner’s
service career.)

(2) Before selection of Civil Service, civilian consultants (ex-
perts), and foreign national local hires, there will be a preselection
verification of education, training, experience, licensure and/or certi-
fication and/or registration, and current competence. (See para B–5.)

(3) For verification of education; training; licensure and/or regis-
tration, and/or certification; ECFMG; and board certification, if ap-
plicable, either an original letter from the educational institution or
certifying body, attesting to successful completion of specialty train-
i n g ,  o r  v e r i f i c a t i o n  b y  t e l e p h o n e  c o m m u n i c a t i o n  b e t w e e n  t h e
recruiter and the education institution or specialty board will be
used. Telephone verification will be recorded on the document itself
and on official letterhead and signed and dated by the individual
making the phone call. These letters will be placed in section VI of
the PCF.

(4) If the medical or dental diploma has been issued by a foreign
medical school in a country that has no diplomatic relations with the
United States, the MEDDAC, MEDCEN, or DENTAC will contact
H Q D A  ( S G P S – P S Q )  ( A U T O V O N  2 8 9 – 8 0 0 0 ;  c o m m e r c i a l  ( 7 0 3 )
756–8000) for verification.

(5) For verification of experience and current competence at least
two letters of recommendation from appropriate sources in (a), (b),
and(c) below are required. The letters will be mailed by the author
directly to the recruiting agency, MEDDAC, MEDCEN, or DEN-
T A C .  T h e s e  d e s c r i p t i o n s  o f  r e c e n t  c l i n i c a l  p r i v i l e g e s  w i l l  b e
verified.

(a) A letter from either the chief of staff of the hospital, the
clinic administrator, the professional supervisor, or the department
head, if the appointee has professional or clinical privileges or is
associated with a hospital or clinic.

(b) A letter from the director or a faculty member of the appoint-
ee’s training program, if the appointee has been in a training pro-
gram within the last 5 years.

(c) A letter from a practitioner (in the appointee’s discipline) who
is in a position to evaluate the appointee’s professional standing,
character, and ability; for example, a peer or a president or secretary
of the local professional society. A letter from a peer and a profes-
sional association or society association is mandatory if the ap-
pointee is self-employed.

(6) A copy of the appointee’s Federal narcotics license, if appli-
cable, will be submitted and verified with the DEA. The capability
of prescribing unrestricted drugs will be determined.

d .  C o n t r a c t  p r a c t i t i o n e r s .  C i v i l i a n  c o n t r a c t  p r a c t i t i o n e r s  m u s t
m e e t  t h e  s a m e  r e q u i r e m e n t s  a s  c i v i l  s e r v i c e  p r a c t i t i o n e r s
(c(2)above). For verification of education, training, and experience,
see paragraph B–4.

e. Privileging. Granting of clinical privileges will be withheld
until sufficient verified data to document training, experience, and
current competence is available.

4–7. Preselection experience and reference checks
a. The following are general guidelines for HCP experience or

reference checks:
(1) Always verify by telephone any reference information ob-

tained in writing.
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(2) In general, do not limit reference checks to those given by the
provider on the application form. Providers must be notified that
other individuals may be contacted.

(3) If possible, ask current MEDDAC, MEDCEN, or DENTAC
staff and/or peer members to make telephone calls to other HCPs or
peers for reference checks.

b. The following are physician applicant contacts for referen-
ce(comparable contacts can be made for other HCPs):

(1) For physician applicants now in practice—
(a) Start with the names specified by the applicant on the appli-

cation form.
(b) Call the chief of staff of the present hospital where the appli-

cant holds staff privileges and previous hospitals where the appli-
cant held staff privileges.

(c) Call the chief of the department of the present hospital where
the applicant practices, if appropriate.

(d) If the physician applicant is a member of a medical staff with
fewer than five members, call the president of the local medical
society. Ask the president for another reference.

(e) If the applicant has been in practice less than 5 years and the
previous information is not satisfactory, contact the director of the
applicant’s residency program.

(f) If problems regarding the physician’s relationship with other
professionals are suspected, contact the director of nursing of the
present hospital or a nursing supervisor of the unit most frequently
used by the applicant.

(2) For physician applicants completing residency programs—
(a) Use the names specified by the applicant on the application

form.
(b) Always call the director of the residency program.
(c) Ask the director for one faculty person and one attending

physician not recommended by the applicant.
c. Use the following questions for experience and competence

checks as appropriate (comparable questions can be asked for HCPs
other than physicians):

(1) Did you personally ever have reason to question the physi-
c i a n ’ s  m e d i c a l  o r  s u r g i c a l  c o m p e t e n c e ?  I f  y e s ,  a s k  f o r  a n
explanation.

(2) Are you aware of committees of the medical staff ever con-
sidering or actually taking action against this physician for poor
medical practice?

(3) Have you heard concerns expressed by the medical staff over
t h e  q u a l i t y  o f  t h i s  p h y s i c i a n ’ s  p r a c t i c e ?  I f  y e s ,  a s k  f o r  a n
explanation.

(4) Does the physician work well with other members of the
medical staff? If no, ask for an explanation.

(5) Do you and other members of the medical community con-
s i d e r  t h i s  p h y s i c i a n  a  m e d i c a l  s t a f f  l e a d e r ?  I f  n o ,  a s k  f o r  a n
explanation.

(6) Does the physician relate well and in a professional manner
with members of the hospital employee staff? If no, ask for an
explanation.

(7) Does the physician have, or has he or she had in the past, any
personal problems (for example, alcoholism or drug abuse) that
have interfered with the professional practice? If yes, ask for an
explanation.

(8) Has the physician ever lost admitting privileges because of
failure to comply with medical staff bylaws or rules and regula-
tions? If yes, ask for an explanation.

(9) Does the physician complete medical records in a timely and
careful manner? If no, ask for an explanation.

d. Records for each contact must be maintained, including names
of all parties to the call, date, and summary of the call. OF 271
(Conversation Record) may be used. Contacts should be advised
that the practitioner may be provided with this information.

4–8. Clinical privileging
a. Initial application for privileges.
(1) DA Form 4691–R and DA Form 5440–R-series (Delineation

of Privileges—Specialty) will be completed upon arrival at the ini-
tial duty station or place of employment. The forms will be com-
pleted in duplicate. The originals will be given to the PCF custodian
and the copies to the practitioner. The specialties listed below are
applicable. (See app A for the corresponding DA Form 5440–R-
series number.) DA form 5440–R-series will be reproduced locally
on 81⁄2- by 11-inch paper; copies for reproduction are located at the
back of this regulation.

(a) Anesthesia.
(b) Dentistry.
(c) Family practice.
(d) Internal medicine and subspecialty.
(e) Neurology.
(f) Obstetrics and gynecology.
(g) Optometry.
(h) Pathology.
(i) Pediatrics.
(j) Podiatry.
(k) Psychiatry.
(l) Psychology.
(m) Radiology/nuclear medicine
(n) Surgery.
(o) Nurse anesthetists.
(p) Nurse midwives.
(q) Nurse practitioners (adult).
(r) Obstetrics/Gynecology (OB/GYN) nurse practitioner.
(s) Physician assistants.
(t) Dietetics.
(u) Occupational therapy.
(v) Physical therapy.
(w) Emergency medicine.
(x) Aviation medicine.
(y) General medical officer.
(z) Troop medical clinic physicians.
(aa) Troop medical clinic dentists.
(ab) Troop medical clinic physician assistants.
(2) Prior to the granting of provisional clinical privileges at the

appointee’s first duty station or place of employment, the MED-
DAC, MEDCEN, or DENTAC credentials committee will review
the preselection validated documents (para 4–6) and completed DA
Forms 4691–R and DA Form 5440–R-series. Based on this review,
the credentials committee will forward its recommendation for clini-
cal privileges to the facility commander.

(3) If the appointee disagrees with the MEDDAC, MEDCEN, or
DENTAC commander on the initial privileges to be granted, he or
she may appeal per paragraph 4–10. Pending appeal findings, the
privileges, if any, will be as granted by the MEDDAC, MEDCEN,
or DENTAC commander.

b. DA Form 4691–R. DA Form 4691–R provides a synopsis of
education and experiential background of each practitioner at the
time of initial application for clinical privileges. It includes profes-
sional education, postgraduate training, previous hospital assign-
m e n t s ,  c e r t i f i c a t i o n  a n d  p r o f e s s i o n a l  s o c i e t y  m e m b e r s h i p ,  a n d
credentials action history. Form 4691–R is completed only at the
practitioner’s initial duty station or place of employment.

c. DA Form 5440–R-series.
(1) DA Form 5440–R-series will be used for granting of clinical

privileges for practitioners in one of the specialties listed in a above.
These forms combine a categorical (patient risk and training of
practitioner) and disease and procedure-based (listed specifically)
approach by discipline.

(2) For the nonphysician practitioner serving in an expanded role,
only the disease and procedure approach is used. When using this
disease or procedure-based method, care must be taken to ensure
that the practitioner has credentials to perform each function or
procedure and that he or she recognizes every hazard or complica-
tion for the condition or procedure. The practitioner will complete
t h e  l e f t - h a n d  c o l u m n ,  i n i t i a l i n g  t h e  c a t e g o r y  a n d  p r i v i l e g e s  r e -
quested. The department, service, or clinic chief will initial the
right-hand column. The credentials committee chairperson will com-
plete the “Recommendations” portion on the last page. The last page
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will be dated and signed by the department, service, or clinic chief;
the credentials committee chairperson; and the MEDDAC, MED-
CEN, or DENTAC commander.

(3) For practitioners who are assigned to one department or serv-
ice and request privileges in another, appropriate chiefs in both
departments or services will be named and will initial on the last
page. The practitioner will document any education or training that
was taken since completion of DA Form 4691–R or the last DA
Form 5440–R-series. This education or training will be verified by
the credentials specialist (para 1–4h). (See para 4–11a(4)(a).) When
privileges are modified from those requested, state the reason under
“Remarks.” (Examples of such reasons are lack of technological
resources (will be included on updated DA Form 5440–R-series),
lack of ancillary staff, AMEDD unauthorized privileges, lack of
practitioner credentials, and professional performance.) When appro-
priate, only the last page of DA Form 5440–R-series will be com-
pleted for a privilege status change; that is, provisional to defined
status.

d. DA Form 5440–22 (Delineation or Privileges). This form is
completed for those specialties and expanded role functions not
otherwise included in the DA Form 5440–R-series; for example, for
a dermatologist. This group of practitioners includes all of those
identified in paragraph 4–1 but not specifically listed in a above.
This is a special form and whenever used a copy will be forwarded
t h r o u g h  t h e  n e x t  h i g h e r  m e d i c a l  h e a d q u a r t e r s  t o  H Q D A
(SGPS–PSQ), 5109 Leesburg Pike, Falls Church, VA 22041–3258.

e. Periodic clinical privileges reappraisal (renewal).
(1) Practitioners will be continuously monitored to ensure that

quality patient care is given. It is the responsibility of each practi-
tioner to request, in writing, the renewal of his or her privileges
e v e r y  2  y e a r s .  T h e  r e q u e s t  f o r  r e n e w a l  m u s t  b e  s u b m i t t e d  f a r
enough in advance to permit an evaluation of clinical privileges.
Thorough reappraisal will be based on education, training, experi-
ence, appraisals of clinical performance, PAF data, professional con-
d u c t ,  a n d  h e a l t h  s t a t u s .  F a i l u r e  t o  r e q u e s t  r e n e w a l  i n  a  t i m e l y
fashion will result in the expiration of prior privileges granted,
effective on the date that is 2 years from the date the earlier privi-
leges were granted. (See para 4–13f.)

(a) DA Forms 5441–R-series (Evaluation of Privileges—(Spe-
cialty)) and DA Form 5374–R (Performance Assessment) will be
used for the reappraisal of clinical performance. (See app A for a
complete listing of the DA Form 5441–R-series.) DA Form 5374–R
and DA Form 5441–R-series forms will be reproduced locally on
81⁄2- by 11-inch paper; copies of these forms for reproduction are
located at the back of this regulation.

(b) The “privileges performed” on DA Form 5441–R-series (in-
cluding DA Form 5441–23–R) must be identical to the “privileges
delineated” on DA Form 5440–R-series. (See a(1) and d above.)

(c) When privileges are modified because of the reappraisal, state
the reason under “Comments” on DA Form 5441–R-series.

(2) DA Form 5374–R will be used to evaluate clinical and inter-
personal professional skills. It will be completed by the chief of the
department, service, or clinic. It will include documentation of the
results of peer review especially with regard to superior or substand-
ard performance.

(3) At the time of privilege reappraisal, the current PAF data may
be removed and destroyed only after the credentials committee
judges that the data are reflected accurately and completely in the
current reappraisal and privilege delineation. (In no case will data,
documents, or other materials placed by another MEDDAC, MED-
CEN, or DENTAC be deleted from the PCF. No material relating to
a command reprimand, privilege restriction, suspension, or revoca-
tion will be deleted.)

(4) If the practitioner disagrees with privileges granted, he or she
may appeal per paragraph 4–10.

(5) For the practitioner changing from provisional to defined
privileges, a summary of the appointed supervisor’s reports (para
4–2a(4)(c)) will be documented in the “Remarks” section of the
appropriate DA Form 5440–R-series.

(6) RC. (See chap 6.)

(7) DA Forms 5440–R-series, 5441–R-series, and 5374–R will be
completed in duplicate. The originals will be kept in the practition-
er’s PCF and copies given to the practitioner.

f. Modification of privileges at the request of the practitioner.
(1) When the practitioner requests modification of his or her

clinical privileges for the upcoming period, this fact will be docu-
mented in the “Remarks” section of the DA Form 5440–R-series
prepared for the period. Practitioners who request privileges sub-
stantially less than those that would be expected from members of
their specialty area of concentration (AOC) or skill identifier (SI)
will be referred to the commander for appropriate administrative
action; for example, change in AOC or SI, change in special pays,
or separation. (Practitioners who refuse to request privileges within
5 duty days of reappraisal date, PCS, and so forth will be referred to
t h e  c r e d e n t i a l s  c o m m i t t e e  f o r  r e c o m m e n d a t i o n  o f  a c t i o n  t o  t h e
commander.)

(2) If the modification reduces his or her privileges, the creden-
tials committee will—

(a) Determine whether the request is warranted.
(b) Determine whether the practitioner will undergo a period of

training. If the training is approved, the modification of privileges-
(temporary) will not result in an adverse privileging action.

(c) Determine whether a recommendation should be made to
change the practitioner’s AOC or SI.

(3) Consider recommending processing for separation in a less
than fully privileged status.

g. Practitioners changing duty station or transferred employed
civilian practitioner.

(1) When practitioners change stations or transfer, they will sub-
mit the appropriate DA Form 5440–R-series to the recceiving cre-
dentials committee The losing MEDDAC, MEDCEN, or DENTAC
w i l l  c o m p l e t e  a  n e w  D A  F o r m  5 4 4 1 – R - s e r i e s  a n d  D A  F o r m
5374–R. If the biennial appraisal was completed by the losing facil-
ity within 6 months of PCS, it will be considered to be current. The
credentials committee of the losing facility will send these forms
together with the PCF by certified mail, return receipt requested, to
the receiving facility. (See para 4–3a.)

(2) The gaining facility will use this file as a basis on which to
grant provisional privileges. Even if practitioners change stations to
leadership or administrative positions involving no clinical practice
or become school attendees (para 4–3b), the PCFs will include
current reappraisals (DA Forms 5441–R-series and 5374–R).

h. GHPE.
(1) Interns, residents, and fellows will be supervised by practi-

tioners who have defined privileges in their AOC or SI. The degree
of supervision (direct or indirect) will be appropriate to the individu-
al’s level of progress, the risk of the procedure, and the seriousness
of the patient’s illness. Concurrent consultation should be obtained
for all patients where a substantial risk is implied or where the
diagnosis is obscure. This consultation will be documented on SF
509 or SF 513 (Medical Record—Consultation Sheet). Situations
that require mandatory direct supervision will be identified by the
program director in writing, and the documentation will be given to
those involved.

(2) Training credentials files (TCFs) and PAFs will be developed
and maintained for all practitioners during GHPE training. The
TCFs will be initiated during the first year of training and contain
verified copies of diplomas, licenses, clearinghouse reports, training
certificates, practice experience documents (curriculum vitae) and
other documents as appropriate. The TCFs will be maintained by the
director of education or as directed by the commander. Performance
assessments will be made at least every 6 months and a specific
recommendation from the department chief for or against promotion
to the next year’s training level will be made yearly. These will be
placed in the PAFs.

(3) Prior to completion of the training program, trainees will
submit applications for clinical privileges (DA Form 5440–R-series)
through the service chief and the department chief to the profes-
sional education committee. One month prior to completion of the
training, the education committee will complete DA Form 5441–R-
series in response to the application and DA Form 5374–R, which
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will show clinical privileges warranted at the resident’s first assign-
m e n t ,  b a s e d  o n  p e r f o r m a n c e  d u r i n g  t r a i n i n g .  T h e  D A  F o r m s
5440–R-series, 5441–R-series, and 5374–R will become permanent
parts of the TCFs and sent by certified mail, return receipt re-
quested, to the gaining facility to arrive 15 days prior to PCS. The
education committee will decide which, if any, of the interval per-
formance assessments and PAF data from the training period will
remain in the TCFs.

(4) In any case where a practitioner is held back or removed
from a program for lack of competence or disciplinary reasons, the
facts will be reported per paragraph 4–9k.

(5) Reporting requirements concerning substandard performance
or unprofessional conduct will be made per paragraph 4–9k.

i. Formal on-the-job training (OJT). OJT programs consist of
formal training to provide expertise in an AOC or SI to individuals
who are expected to receive limited privileges in an AOC or SI. The
commander will require a written program of instruction, specifying
the objectives of the program.

(1) OJT trainees will be supervised by practitioners who have
defined privileges in their AOC or SI. The degree of supervision
will be appropriate to each individual’s level of progress, the risk of
the procedure, and the seriousness of the patient’s illness. Concur-
rent consultation should be obtained by the trainee for all patients
where a substantial risk is implied or where the diagnosis is obscure.
Situations that require mandatory direct supervision will be identi-
fied by the program director in writing, and the documentation will
be given to those involved.

(2) Individuals progressing unsatisfactorily will be processed per
the training program procedure.

(3) One month prior to completion of training, the preceptor will
complete DA Forms 5441–R-series and 5374–R, which will show
those clinical privileges warranted at the individual’s next assign-
ment, based on performance during training. These forms will be
forwarded through the education committee where one exists, other-
wise through the credentials committee, to the gaining facility. They
will be sent by certified mail to arrive 15 days prior to PCS. The
gaining facility will use this information as a basis on which to
grant provisional privileges. These forms will become a permanent
part of the individual’s PCF.

j. Privileging for new medical procedures and technology. The
privileging process remains the same. Particular attention will be
given to the details of training, experience, competence, and MTF or
DTF capabilities in granting privileges in the use of recent tech-
nologies and equipment.

(1) New procedure. Prior to the introduction of a substantially
new and innovative procedure into an MTF or DTF, the commander
will ensure that criteria are developed at the department level and
approved by the credentials committee. The criteria will include the
specific preparatory training that practitioners must have completed
prior to being granted the privilege. The privileging process for a
new procedure will be accomplished prior to its introduction.

(2) New technology. MTFs and DTFs will ensure that their tech-
nology; for example, lasers, and magnetic resonance imaging (MRI)
devices, does not surpass the staff’s abilities. MTFs will establish
safety protocols for an instrument’s use and provide for proper
privileging procedures. Adverse outcomes involving equipment mal-
function will be reported immediately to the risk manager (para
3–5j).

k. Musculoskeletal manipulations. Musculoskeletal manipulations
c o n s i s t  o f  p a l p a t i o n  a n d  o t h e r  m a n u a l  t e c h n i q u e s  u s e d
predominantly by osteopathic physicians. These manipulations are
used to evaluate and correct somatic dysfunctions that impair or
alter functions of the somatic systems. These include the skeletal,
arthrodial, myofascial, vascular, lymphatic, and neural systems. This
policy does not provide guidance on joint mobilization that physical
therapists commonly use and that do not exceed the normal range of
motion of joints. The following policy guidance applies to mus-
culoskeletal manipulation procedures:

(1) Graduates of accredited colleges of osteopathic medicine may
provide musculoskeletal manipulations. Possession of the Doctor of

Osteopathy (D.O.) degree implies adequate education and training
for initial privileging.

(2) MTFs may privilege allopathic physicians, physician assist-
ants, and physical therapists to perform musculoskeletal manipula-
tions provided they can provide evidence of appropriate training or
experience acceptable to the credentials committee. (Physician as-
sistants and physical therapists will have a named physician supervi-
sor who is similarly privileged.)

(3) Practitioners performing manipulative procedures will explain
to the patient the nature and purpose of the procedure, its anticipated
risks, benefits, and alternative treatments with their risks and bene-
fits. This will be documented on SF 509 or SF 600, as appropriate.

(4) Only specifically privileged physicians (D.O. or Doctor of
M e d i c i n e  ( M . D . ) )  m a y  p e r f o r m  m a n i p u l a t i o n  p r o c e d u r e s  o f  t h e
lower back when using general anesthesia or intravenous medica-
tions. The general anesthesia will be administered by appropriately
privileged anesthesiologists or anesthetists.

4–9. Suspension, restriction, or revocation of clinical
privileges

a. Action processes. These actions are taken for health care activ-
ity incompetence or unprofessional conduct. Actions taken may be
summary (immediate) or routine. QA investigations may be immedi-
ate (medical incident or significant unprofessional conduct) or rou-
tine (provider competence or professional behavior). In any case
involving privileging action, the practitioner will be advised of his
or her hearing rights (e below). No punishment or any form of
retaliatory action will be taken against an informant providing infor-
mation concerning a practitioner unless it is later determined that the
information was false and the informant acted maliciously. Actions
to withdraw clinical privileges will be taken promptly when there is
reasonable cause to doubt the practitioner’s competence to practice
or for any other cause affecting patient safety. Reasonable cause
includes—

(1) A single incident of gross negligence.
(2) A pattern of inappropriate prescribing.
(3) A pattern of substandard care.
(4) An act of incompetence or negligence causing death or seri-

ous bodily injury.
(5) Abuse of legal or illegal drugs or diagnosis of alcohol de-

pendence. (See chap 7.)
(6) Practitioner disability (physical and psychiatric).
(7) Significant practitioner unprofessional conduct (k(5)below).
b. Summary action.
(1) Steps involved.
(a) Summary action will be taken for cause by the commander or

the chairperson of the credentials committee of a MEDDAC, MED-
CEN, or DENTAC. It immediately details the practitioners involved
to nonclinical duties. (If necessary the commander may allow the
practitioner to continue essential patient care under supervision,
such as care of inpatients with whom only he or she is familiar.)
Causes for this action are as follows:

1. A practitioner’s conduct (or allegations thereof) that requires
immediate action to protect the health or safety of patients, employ-
ees, or others in the MTF or DTF.

2. A practitioner’s involvement in (or alleged involvement in) an
incident of gross negligence or acts of incompetence or negligence
causing death or serious bodily injury.

(b) If a patient’s welfare is immediately threatened, the chief of
the department or service in which the practitioner is assigned has
the same authority as the commander or chairperson to take sum-
mary action. In unusual situations, for example, inebriation or bi-
zarre behavior, the senior medical officer available, of whatever
grade, will have authority to act summarily.

(c) The commander (or DCCS, if the commander is not readily
available) will review the action at the first available opportunity.
Such action (abeyance) will become effective immediately and will
not exceed 14 days except that the commander may extend the
action for an additional 14 days.

(2) Immediate notification. Immediate telephonic notification to
t h e  n e x t  h i g h e r  h e a d q u a r t e r s  a n d  t o  S G P S – P S Q  ( A U T O V O N
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289–0088 or commercial (703) 756–0088) will be made of any
incident of gross negligence and acts of incompetence or negligence
causing death or serious bodily injury, or allegations thereof. Writ-
ten confirmation of telephonic notification will be per k below.

(3) QA investigation.
(a) In cases of summary action (medical incident or significant

unprofessional conduct) there will be an immediate investigation.
The chairperson of the credentials committee will appoint an officer,
pursuant to the authority of this regulation, to conduct an informal
investigation and report to the credentials committee. The MTF
commander may request that an officer with the appropriate spe-
cialty be made available from another command;that is, the regional
Army MEDCEN for U.S. Army Health Services Command (HSC)
MEDDACs and clinics, or Headquarters (HQ), HSC for HSC MED-
CENs; HQ, 7th MEDCOM for MTFs in Europe; the 18th MED-
COM for Japan and outlying MTFs in Korea; and Tripler Army
MEDCEN for the 121st EVAC hospital.) To maximize objectivity, a
recognized, unaffiliated civilian specialist may be requested to ac-
tively participate in the investigation wherever practical.

(b) The investigation may include voluntary consultation with the
practitioner; review of any relevant documents; or discussions with
other persons having knowledge of the conduct involved. When the
investigation is complete, the report should present factual findings
of the investigation and may include conclusions or recommenda-
tions. The commander need not await the conclusion of the investi-
gation prior to returning the practitioner to clinical duties. When
early phases of the investigation clearly indicate the absence of
substandard performance, the credentials committee should meet,
review the preliminary details of the investigation and advise the
commander without delay. At the conclusion of the investigation,
the credentials committee will review the full report and make
recommendations concerning the practitioner’s clinical privileges.
The practitioner will be notified of his or her hearing rights.

c. Routine action. When adverse information is submitted to the
credentials committee and summary action is not necessary, the
action to be taken may include—

(1) Investigation. If more information or background concerning
the practitioner’s conduct is necessary, the credentials committee
chairperson may investigate further per b(3) above, or may desig-
nate an investigating officer to do so. In designating an investigating
officer, it should be remembered that while such officer is usually
available to testify at any hearing after the investigation, he or she is
disqualified from participation in or voting as a member of the
credentials committee on this matter.

(2) Credentials committee chairperson action. After reviewing
the investigation report and/or other pertinent information, the chair-
person may—

(a) Recommend that no action be taken.
(b) Initiate summary action.
(c) Determine that the information warrants review by a hearing

committee for recommendations as to whether the practitioner’s
privileges should be suspended, restricted, or revoked.

(3) Collateral actions. In the case of suspected drug or alcohol
involvement, a member of the impaired provider committee will be
appointed to the hearing committee. (See chap 7.) If a hearing is
required, the chairperson will give the practitioner written notice of
it per f below. In the event the practitioner waives the hearing, the
credentials committee will send its recommendations to the MTF
commander. It will also deliver a copy of its recommendation to the
practitioner. A notice of the commander’s decision will be delivered
to the practitioner with a copy placed in the PCF (para 4–11).

d. Suspension or restriction of clinical privileges. In any case
involving actions other than total suspension of privileges, the com-
mander will designate by name a supervisor or peer who will submit
progress reports to the credentials committee at specified dates (in-
ternal determination) documenting current performance.

(1) Where the MTF commander has restricted a practitioner’s
privileges and he or she is no longer performing the full range of
normal duties in his or her specialty practice, consideration will be
given to separation in a less than fully privileged status (military) or

taking actions for failure to maintain conditions of employment
(civilian). If the practitioner remains on active duty, consideration
will be given to changes in AOC or SI and specialty pays. The
commander will make a recommendation through the major MED-
COM to the U.S. Total Army Personnel Command, (TAPC–OPH-
a p p r o p r i a t e  c a r e e r  b r a n c h ) ,  2 0 0  S t o v a l l  S t r e e t ,  A l e x a n d r i a ,  V A
22332–0417, with an information copy to HQDA (SGPS–PSQ),
5109 Leesburg Pike, Falls Church, VA 22041–3258.

(2) A suspension period will not ordinarily exceed 60 days and
can only be extended by the commander for good cause; for exam-
ple, investigation, completion of appeal, or illness of any necessary
participant.

e. Hearing rights.
(1) As soon as practicable (but in no case later than 14 days)

after action affecting a practitioner’s privileges is taken, or after an
investigation when the investigation provides reasonable cause, a
written notice of the privileging action will be delivered to the
practitioner personally or by certified mail, return receipt requested
(fig 4–1). A separate page endorsement (receipt acknowledgment)
will accompany the written notice (fig 4–2). The written notice of
the privileging action will specify the deficiencies, suspension, re-
strictions, and duration, and the right to a hearing before a hearing
committee.

(2) The practitioner will have 10 duty days to give written notice
to the credentials committee chairperson requesting a hearing. Upon
receipt of the request for a hearing, the hearing will be scheduled
per f below. Failure to request a hearing or failure to appear at the
hearing, absent good cause, constitutes waiver of a hearing and
appeal rights. The commander will determine, if requested by the
practitioner, whether good cause existed. This decision is final and
not subject to appeal. In the event of a waiver, the committee’s
recommendation will be forwarded to the MTF commander for
review and final action. The final action along with the notice of
action will become a part of the PCF (para 4–11).

f. Hearing committee procedures.
(1) The senior member of the hearing committee will be desig-

nated as the chairperson. The hearing is administrative in nature.
Therefore, the rules of evidence prescribed for trials by courts-
martial or for court proceedings are not applicable. The committee
must be fully informed of the facts so that it may make an intelli-
gent, reasonable, good-faith judgment. To become informed, the
committee may question witnesses and examine documents as nec-
essary. The procedures in AR 15–6 should be consulted for proce-
dural guidance in conducting the hearing; however, they are not
binding on proceedings under this regulation.

(2) The chairperson of the hearing committee will advise the
practitioner in writing (fig 4–3), delivered personally with a memo-
randum for acknowledgment (fig 4–4), or by certified mail, return
receipt requested, of the following:

(a) The specific concerns that led to the need for the hearin-
g(including dates and pertinent documents where appropriate).

(b) The time and location of the hearing (which will be 10 duty
days from the receipt of the notification unless extended by the
hearing committee chairperson for good cause). For RC practition-
ers, the hearing will be within 30 calendar days of the notification.

(c) The names of the witnesses to be called to testify to the
hearing committee.

(d) The right to be present, to present evidence, to question
witnesses called, and to call witnesses in his or her behalf. The
practitioner should be advised that he or she is responsible for
arranging the presence of his or her witnesses and failure of such
witnesses to appear will not constitute a procedural error or basis for
delay of the proceedings.

(e) The right to consult legal counsel. (See (3) below.)
(3) The practitioner is free to consult with legal counsel or any

o t h e r  r e p r e s e n t a t i v e .  W h i l e  s u c h  r e p r e s e n t a t i v e s  m a y  a t t e n d  t h e
hearing and advise the practitioner during the hearing, such repre-
sentatives will not be allowed to participate directly in the hearing
(for example, they will not be permitted to ask questions, respond to
questions on behalf of the practitioner, or seek to enter material into
the record).
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(4) During an investigation or hearing under this regulation and if
requested by the employee, the exclusive representative of an appro-
priate bargaining unit has the right to be present under the following
conditions:

(a) Whenever a civilian employee of the unit is the subject,
practitioner, or witness during the proceedings.

(b) If the employee reasonably believes that the inquiry could
lead to disciplinary action against him or her. Unless required by the
collective bargaining agreement, there is no requirement to advise
the employee of this right. If the employee requests the presence of
the exclusive representative, a reasonable amount of time will be
allowed to obtain him or her. The servicing civilian personnel office
and labor counselor will be consulted before denying such a request.
The role of the union representative is not wholly passive, although
he or she will not be permitted to make the proceedings adversarial.
Subject to the direction of the hearing committee chairperson, the
union representative may be permitted to explain the employee’s
position (if the employee agrees) or to persuade the employee to
cooperate in the proceedings.

(5) The committee will review all the material presented, includ-
ing that provided by the practitioner. If criminal misconduct, includ-
ing dereliction of duty, is known or suspected, the chairperson of
the hearing committee will advise the practitioner of his or her
rights, using DA Form 3881 (Rights Warning Procedure/Waiver
Certificate). The chairperson will arrange for the orderly presenta-
tion of information. If an investigating officer was designated per
c(1) above, he or she may present exhibits and testimony to the
hearing committee. The investigating officer will not participate in
committee deliberations. Any objections made by the practitioner
will be ruled on by the chairperson. A summarized record of the
proceedings will be made, although in rare cases the chairperson
may have the proceedings recorded in verbatim form, if approved
by the MTF commander. (If a verbatim record is requested, the
chairperson should ascertain from the servicing judge advocate of-
fice whether a Department of the Army (DA) court reporter (mili-
tary or civilian) is available and provide this information to the
commander. Funds may not be expended to hire a contract reporter.)
Because these proceedings are covered by 10 USC 1102, no record-
ing devices, other than that used by the reporter or secretary to
prepare the record, will be permitted in the hearing.

(6) At the close of the presentation, the practitioner being exam-
ined will be excused, and the hearing committee will determine, by
majority vote ((8) below), the recommendations to be made. They
may include (but are not limited to)—

(a) Reinstating privileges.
(b) Setting terms of limitations such as requirements for consulta-

tion and identifying deficiencies that require improvement. (The
committee should not make recommendations involving the reas-
signment of a practitioner.)

(c) Suspending or limiting clinical privileges and specifying the
length of time. (The hearing committee should also recommend
whether a practitioner should be released from active duty or em-
ployment (para 4–4a).)

(d) Revoking clinical privileges.
(e) Reconvening the hearing, after appropriate notice to the prac-

titioner, to consider additional relevant evidence.
(7) The hearing committee should bear in mind the gravity of its

responsibilities and the need to clearly document the basis for its
findings and recommendations. General statements should be sup-
ported by specifically identified incidents or situations. Case histo-
r i e s  r e l i e d  o n  s h o u l d  b e  t a b b e d  a s  e x h i b i t s  t o  t h e  r e c o r d  a n d
documented by copies of pertinent medical records where feasible.

(8) Each member of the committee must either vote yes or no.
No abstentions are permitted. Voting will be done by secret ballot.

(9) The members of the credentials committee may act as the
hearing committee (g below). A member of the practitioner’s disci-
pline should also be a member of the hearing committee.

(10) The hearing will be closed to the public. However, the

practitioner may request that observers be permitted. The chairper-
son will normally grant the request. The chairperson may limit the
number of observers and exclude those who are disruptive.

(11) The hearing committee may obtain advice concerning legal
questions from the servicing judge advocate office. The practitioner
should be advised of legal questions and answers.

g. Action on hearing recommendations.
(1) After the record of the hearing has been prepared, the hearing

committee will forward the record, including findings and recom-
mendations, to the MTF commander. (See (2) below.) A copy of the
findings and recommendations (and, if requested, a copy of the
hearing record) will also be delivered to the practitioner. If all
qualified members of the credentials committee did not act as the
hearing committee, then the record, including findings and recom-
mendations, should be forwarded by the hearing committee through
the credentials committee to the commander. The qualified members
of the full credentials committee (excluding any hearing committee
members or member having acted as the investigation officer) must
either concur by endorsement with the recommendations or may
submit separate recommendations. If a member of the credentials
committee is absent (for example, through TDY or illness) when the
report is forwarded, such absence will be noted by the credentials
committee chairperson, and the case forwarded to the commander
without action by the absent member.

(2) Prior to action by the commander, the record, including find-
ings and recommendations, will be reviewed by a judge advocate or
DA civilian attorney for legal sufficiency. Where practicable, this
review will not be conducted by the CJA.

(3) The commander will review the hearing record, including
findings and recommendations. The findings and recommendations
are advisory only and not binding on the commander. The com-
mander will then make a decision regarding the practitioner’s privi-
leges. Written notice of the decision with the date of delivery noted
on it will be delivered to the practitioner. A copy of the notice will
be placed in the individual’s PCF. The appropriate department,
service, or clinic chiefs will also be advised of the decision. If the
decision includes suspension, restriction, or revocation of privileges,
the notice should advise the practitioner of the right of appeal. (See
e above.) For a contract practitioner, there is no right of appeal
beyond the MEDDAC, MEDCEN, or DENTAC level.

h. Separation.
(1) The loss of clinical privileges of an AMEDD practitioner may

be the basis for separation from military or civilian service (see AR
635–100 and AR 135–175). When clinical privileges of an AMEDD
military or civilian practitioner are suspended, restricted, or revoked,
a local command review will be held to determine whether the
practitioner should be considered for separation.

(a) For practitioners separating in a less than fully privileged
status, information will be released to appropriate professional regu-
lating authorities only by TSG. The practitioner will be informed of
the effects of leaving the service in a less than fully privileged
status.

(b) For a practitioner with a service obligation, consideration
must then be given to branch transfer or reclassification action or, as
an exception to policy, elimination from the service.

(2) The facility that initiated adverse privileging actions will be
responsible for finalizing privileging actions. This includes actions
when a practitioner has been sent to another facility for evaluation
and found unfit for duty. In this case the practitioner must also be
advised of his or her rights of due process.

i. Civilian training. If subsequent to an adverse privileging action
the practitioner is not separated and seeks remedial training at a
civilian institution, that institution will be notified of the adverse
privileging action.

j. Off-duty employment. In the event of suspension or loss of
clinical privileges by a military practitioner who has permission to
engage in remunerative professional civilian employment at a hospi-
tal, medical center, or other institution providing health care serv-
ices, action will ordinarily be taken to withdraw permission for
continued employment per AR 40–1. Such civilian employer will be
notified of all privileging actions by the MTF commander as they
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occur, if the practitioner continues employment. This is the only
exception to TSG as the information releasing authority.

k. Reporting requirements.
(1) Clinical privileges changes. When an MTF commander sus-

pends, restricts, or revokes clinical privileges of a practitioner, the
commander will complete DD Form 2499 (Health Care Provider
A d v e r s e  C l i n i c a l  P r i v i l e g e s  A c t i o n  R e p o r t  ( R C S
DD–HA(AR)1611)). One copy will be submitted within 3 workdays
following each adverse privileging action through the next higher
headquarters to HQDA (SGPS–PSQ), 5109 Leesburg Pike, Falls
Church, VA 22041–3258. For a supply of blank DD Forms 2499,
see appendix A. For preparation of DD Form 2499, see l below.

(2) QA investigations.
(a) The beginning of an investigation will be reported within 2

workdays to the next higher headquarters.
(b) If an allegation is not substantiated, the commander will send

a report within 7 workdays of the completion of the investigation
through the next higher headquarters to HQDA (SGPS–PSQ), 5109
Leesburg Pike, Falls Church, VA 22041–3258. The report will pro-
vide the following:

1. A summary of the information giving rise to the investigation.
2. The rationale for the commander’s decision.
3. A notation signifying level of confidence in the practitioner’s

performance.
(c) Status reports (status changes) using DD Form 2499 will be

p r o v i d e d  t h r o u g h  t h e  n e x t  h i g h e r  h e a d q u a r t e r s  t o  H Q D A
(SGPS–PSQ) until final action has been completed and so indicated
on a DD Form 2499. This form should have the date mailed from
the MTF in the top right corner.

(3) Hearing decision. Copies of the written notice of the com-
mander’s decision (g above) will be sent to the next higher head-
q u a r t e r s  a l o n g  w i t h  D D  F o r m  2 4 9 9  u p o n  c o m p l e t i o n  o f  t h e
p r i v i l e g i n g  a c t i o n  i f  t h e r e  w a s  a  r e s t r i c t i o n  o r  r e v o c a t i o n  o f
privileges.

(4) Restoration of privileges. When the MTF commander ap-
proves total or partial restoration of clinical privileges previously
removed, DD Form 2499 will be submitted per (1) above.

(5) Reportable actions for unprofessional conduct. Practitioners
charged with any of the actions below will be evaluated by the
credentials committee and privileging recommendations, if any, will
be made to the commander. Although the credentials committee is
not a criminal investigative body, it can and will consider all evi-
dence from such investigations in its deliberations. Whenever any of
the following occur, A DD Form 2499 will be submitted per (1)
above. Any privileging actions will be noted. The commander will
also notify any civilian facilities in which the practitioner is engaged
in off-duty employment. An act is deemed to have “occurred” when
the practitioner is indicted or titled for an offense (if applicable), or
after completion of applicable proceedings and command action.

(a) Fraud or misrepresentation involving application for DOD
service that results in discharge from the service.

(b) Fraud or misrepresentation involving renewal of contract for
professional employment, application for or renewal of clinical priv-
ileges, or extension of service obligation.

(c) Cheating on a qualifying examination.
(d) Commission of a serious misdemeanor, defined as an action

punishable by a fine or forfeiture of pay greater than $1000, con-
finement greater than 30 days, or punitive separation, whether under
civilian or military jurisdiction.

(e) Entry of guilty, nolo contendere plea, or request for discharge
in lieu of court-martial while charged with a serious misdemeanor or
felony.

(f) Abrogating professional responsibility through any of the fol-
lowing actions:

1. Making false or misleading statements to patients regarding
clinical skills and/or clinical privileges.

2. Willfully or negligently violating the confidentiality between
practitioner and patient except as required by civilian or military
law.

3. Being found impaired by reason of drug or alcohol abuse or
alcoholism.

4. Intentionally aiding or abetting the practice of medicine or
dentistry by obviously incompetent or impaired persons.

(g) Commission of an act of sexual abuse, misconduct, or exploi-
tation related to the practice of medicine or dentistry.

(h) Possessing, prescribing, selling, administering, giving, or us-
ing any drug legally classified as a controlled substance for other
than medically acceptable therapeutic purposes.

(i) Prescribing, selling, administering, or providing a controlled
substance for use by the practitioner or a family member of the
practitioner without prior waiver of policy.

(j) Violating Federal, State, or military laws or regulations on
controlled substances.

(k) Fraud under dual compensation provisions of Federal statutes
relating to directly or indirectly receiving a fee, commission, rebate,
or other compensation for the treatment of patients eligible for care
in DOD MTFs.

(l) Failure to report to the privileging authority—
1. Any disciplinary action taken by professional or governmental

organization reportable under this regulation.
2. Malpractice awards, judgments, or settlements occurring out-

side DOD facilities.
3. Any sanction taken by a civilian licensing agency or health

care facility.
(6) Charged practitioner separation. A practitioner(military or

civilian) will not be allowed to separate from DOD service until
criminal investigations and resultant privileging actions are final
unless the Secretary of the Army authorizes earlier separation.

(7) Reporting authority. TSG is the reporting authority to State
regulatory authorities, the Federation of State Medical Boards, the
National Practitioner Data Bank, and/or other appropriate central
clearinghouses regarding adverse privileging actions, unprofessional
conduct ((5) above), and any charges of which the practitioner is
found guilty, pleads guilty, pleads nolo contendere, or requests dis-
charge in lieu of court-martial.

(8) Late charges. Charges of substandard performance and mis-
conduct that are filed up to 12 months following separation from
DOD service will be investigated and reported per (1) above. Such
practitioners will be notified of the charges and of their rights.

l. DD Form 2499, completion instructions. Check the appropriate
box for each numbered item on initial or first-time actions. When
updating an action, as a minimum, respond to items 1 through 7 and
10 through 14.

(1) Item 1. Enter the fiscal year and the date of the report.
(2) Items 2 and 3. Enter the Service filing the report. If the

practitioner is on active duty at the time of the privileging action,
indicate the Service; otherwise check civilian.

(3) Items 4 and 5. Indicate whether this is an initial report or an
update of a previously filed report. The date requested is the date of
the action being reported.

(4) Item 6a. Enter the name of the MTF.
(5) Item 6b. Enter the Health Affairs Defense Medical Informa-

tion System (DMIS) code for the facility responsible for maintaining
and reviewing the PCF of the practitioner. The DMIS number is
available from AQCESS or the patient administration division of the
MTF.

(6) Item 7. Enter the HCP’s SSN.
(7) Item 8. Enter the profession of the practitioner. If the practi-

tioner is a physician or a dentist, enter also the highest level of
education (specialization) and the primary specialty.

(8) Item 9. Self-explanatory.
(9) Item 10a. This block requires a brief description of the type

of action taken. Examples: Required to have consultation on all
inpatients; operative surgery only with supervision, no emergency
call, may not prescribe third generation cephalosporins, American
Society of Anesthesiology Class I patients only.

(10) Item 10b. If the action is a suspension, enter duration. If
permanent, also enter whether a restriction or a revocation.

(11) Item 10c. Enter all applicable actions.
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(12) Item 11. Enter all applicable reasons for the adverse action.
Circle the primary reason in cases involving more than one reason.

(13) Item 12. List the States in which the practitioner is known to
be currently licensed.

(14) Item 13. Do not complete. Notification and completion of
item 13 will be done by the Office of The Surgeon General.

4–10. Appeal process
a. Where the MTF commander has decided to suspend, restrict,

or revoke clinical privileges, the practitioner will be granted 10 duty
days (extendable in writing by the commander) to send a written
appeal by certified mail to the next higher commander as follows:

( 1 )  C o n t i n e n t a l  U n i t e d  S t a t e s  ( C O N U S ) :  C o m m a n d e r ,  H e a l t h
Services Command (includes Alaska, Hawaii, and Panama).

(2) Outside continental United States (OCONUS):
(a) Commander, 7th MEDCOM—Europe.
(b) Commander, 18th MEDCOM—Korea and Japan.
b. The appropriate major MEDCOM commander in a above will

establish a committee of at least three senior physicians (MC offi-
cers), one of whom will be of the same discipline as the practitioner
being reviewed to act as the appeal committee. Other corps will
each be represented when privileges in their respective disciplines
are reviewed. If the practitioner is a dentist with no hospital privi-
leges, the appropriate major medical commander may appoint a
committee of three dental officers to act as the appeal committee. If
the dentist has hospital privileges, the committee will consist of at
least two physicians and one dental officer.

c. The appeal committee will review all information furnished by
the practitioner, as well as the hearing record, findings, and recom-
mendations. After considering the information, the committee will
advise the major MEDCOM commander of the decision of the
committee concerning the appeal, and the committee’s recommenda-
tions as to the commander’s action on the appeal. The findings and
recommendations of the committee are advisory in nature, and do
not bind the commander.

d. A copy of the decision on appeal will be forwarded by the
major MEDCOM to HQDA (SGPS–PSQ), 5109 Leesburg Pike,
Falls Church, VA 22041–3258, within 7 working days following the
decision. This information should include a copy of the credentials
committee minutes at which the original action was taken to modify
privileges, a copy of the hearing proceedings and evidentiary materi-
al, and a copy of the decision on appeal.

e. The practitioner may appeal the decision of the major MED-
COM commander to the Office of The Surgeon General (HQDA
(SGPS–PSQ), 5109 Leesburg Pike, Falls Church, VA 22041–3258).
This final written appeal must be sent by certified mail, return
receipt requested, within 10 duty days after the practitioner receives
notice of the MEDCOM commander’s findings. If the practitioner
appeals, TSG will be the final appellate authority for suspending,
restricting, or revoking clinical privileges.

f. Administrative action to separate the practitioner as a result of
a privileging action under paragraph 4–4 will normally be deferred
pending appeal resolution. Practitioners who separate prior to reso-
lution of their appeal will be informed in writing that the process
will be completed as though they were still on active duty or
employed. Special considerations such as extensions of time for
appeal will not be granted.

g. For nonprivileged licensed practitioners, pending reporting to
the National Practitioner Data Bank (para 4–13), appeal of notifica-
tion to the data bank may be made to the MTF commander, who is
the final authority.

4–11. Practitioner’s credentials file
a. The PCF maintained for practitioners (para 4–1) will contain

the documentation listed below. The PCF will be a six-part file
(National Stock Number 7530–00–990–8884) with like documents
grouped together and filed in reverse chronological order (most
current on top).

(1) Section I.
(a) Identification photo (official military or passport photo).

(b) DA Form 4691–R.
(c) DA Form 5440–R-series (current and past).
(d) DA Form 5441–R-series (current and past).
(e) DA Form 4692–R (Clinical Privileges Annual Evaluation)

(past).
(f) DA Form 5753–R (USAR/ARNG Application for Clinical

P r i v i l e g e s  t o  P e r f o r m  A c t i v e / I n a c t i v e  D u t y  T r a i n i n g )  ( f o r  R C
practitioners).

(2) Section II.
(a) DA Form 5374–R (current and past).
(b) Provider activity profile data as determined by the credentials

c o m m i t t e e  a n d  c o m m a n d e r  p e r  p a r a g r a p h  4 – 8 e ( 3 )  ( i n  s u m m a r y
form).

(c) Credentials and privileges granted (scope of practice) from
civilian MTFs or DTFs where the member is employed or practicing
(for RC practitioners).

(3) Section III. Documents of adverse action by Army MED-
DAC, MEDCEN, or DENTAC:

(a) Letters of notification.
(b) Letters of acknowledgment.
(c) Hearing summary or minutes.
(d) Investigations.
( e )  A d v e r s e  s t a t e m e n t s ,  t o  i n c l u d e  N a t i o n a l  P r a c t i t i o n e r  D a t a

Bank reports.
(f) Letters of decision.
(g) Malpractice claims together with the peer review determina-

tion whether the standard of care was met, and National Practitioner
Data Bank reports.

(h) Copies of any other adverse information.
(4) Section IV.
(a) Medical continuing education (CE) summary, which includes

a 3-year history of courses, sponsors, locations (city and State),
dates (start/end), and CE hours/units (AQCESS summary). This
education or training will be validated.

(b) Lectures given, papers published, and special activities (for
example, research).

( 5 )  S e c t i o n  V .  D A  F o r m s  5 4 4 0 – R - s e r i e s ,  5 4 4 1 – R - s e r i e s ,  a n d
5374–R from previous MTFs or privileges granted at civilian agen-
cies, if applicable.

(6) Section VI.
(a) Copies of diplomas, certification, licenses, and so forth.
(b) Verification documentation (para 4–6c).
b. The PCF will be released only to the MEDDAC, MEDCEN,

or DENTAC commander; the credentials committee; and reviewing
authorities or officially appointed auditors or inspectors. The practi-
tioner may, however, authorize release to others; for example, draft-
ing letters of recommendation. (See para 4–9h on separation.)

c. The PCF will be kept for the entire service career of the
military practitioner to include active and inactive service in the
ARNG or USAR. For civilians, it will be kept for the entire period
of work within the AMEDD. For the active duty practitioner who
joins the ARNG or USAR, the gaining RC unit will request the PCF
from the last MEDDAC, MEDCEN, or DENTAC of appointment.

d. PCFs of personnel attending schools or changing duty stations
will be forwarded per paragraph 4–3.

e. Disposition of PCFs is as follows:
(1) Copies of PCFs and PAFs of practitioners containing any

p e r m a n e n t  a d v e r s e  p r i v i l e g i n g  a c t i o n s  w i l l  b e  s e n t  t o  H Q D A
(SGPS–PSQ), 5109 Leesburg Pike, Falls Church, VA 22041–3258,
at the time of separation.

(2) Copies of PCFs of practitioners who have separated in good
standing with defined privileges will be maintained by the MTF of
last assignment or employment for at least 1 year.

(3) For disposition of the original PCF after a practitioner sepa-
rates or retires from service or, if civilian, ends his or her employ-
ment with the AMEDD, see AR 25–400–2, FN 40–66d.

4–12. Practitioner activity file
a. A PAF will be maintained for each practitioner; it is a peer

review working file. Material to be kept in the PAF will reflect the
following in semiannual increments:
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(1) Practice profile, for practitioners with admission privileges.
AQCESS Practice Profile reports providing number of discharges,
procedures (by procedure), deliveries, intensive care unit admis-
sions, and inpatient deaths.

(2) Practice profile, for primary care practitioners without ad-
mission privileges. Average daily patient load, number of times
assigned emergency services, percentage of time in deployed status,
and name of supervising physician, as appropriate (AR 40–48).

(3) Outcome.
(a) Cases of superior care with appropriate documentation.
(b) Number of cases referred to the credentials committee regard-

ing possible substandard care. (AQCESS Provider Profile reports
showing variations;that is, surgical case, transfusion and drug usage
reviews, and occurrence screens may be used.)

(4) Malpractice. RM data relating to filed or settled malpractice
cases together with peer review findings. Claims reported to the risk
manager identifying practitioner involvement will be posted to that
practitioner’s PCF, together with the peer review determination as to
whether the standard of care was met.

(a) The chairperson of the RM committee, using military memo-
randum format, will forward to the credentials committee chairper-
son his or her statement that further assessment by the credentials
committee is requested. Subsequent to credentials committee review
and determination that the standard of care was or was not met, the
original memorandum, together with committee findings or action,
will be placed in section II of the PCF. The credentials committee
will document the committee action in its minutes.

(b) It is expected that most malpractice claims will have been
reviewed as PCEs or adverse events and, therefore, resolved by the
RM program or referred to the credentials committee for its assess-
m e n t .  W h e n  t h i s  r e v i e w  h a s  o c c u r r e d  a n d  a  c l a i m  a r i s e s  a f t e r
previously being reviewed as a PCE, the risk manager will forward
a formal statement to the credentials committee indicating either that
n o  f u r t h e r  a c t i o n  i s  r e q u i r e d  o r  t h e  c l a i m  r e q u i r e s  f u r t h e r
assessment.

(c) Claims identified by the MTF on practitioners who have de-
parted on PCS or separation will be reviewed as above. Findings
and committee minutes will be forwarded through the next higher
headquarters to HQDA (SGPS–PSQ), 5109 Leesburg Pike, Falls
Church, VA 22041–3258.

(d) Claims will be reviewed by the RM committee in an attempt
to identify those practitioners who provided the patient care that
formed the basis for the claim and, when identified, the above
procedures will apply.

(5) Administrative.
(a) AQCESS Provider Profile reports providing expiration dates

of basic cardiac life support (BCLS), advanced trauma life support
( A T L S ) ,  a n d  a d v a n c e d  c a r d i a c  l i f e  s u p p o r t  ( A C L S )  t r a i n i n g
certificates.

(b) Reports on medical record deficiencies and delinquencies. At
a minimum, the following medical record deficiencies will be iden-
tified and recorded:

1. History and physical not done within 24 hours of admission.
2. Operative report not dictated within 24 hours of completion of

surgery.
3. Narrative summary not dictated within 4 working days of

patient discharge.
(6) Committee actions. Ongoing peer review; that is, minutes,

recommendations, counseling, and sanctioning documents of any
case leading to investigation or adverse privileging actions of the
practitioner.

(7) Other. The PAF will at all times contain a verified current
State license expiration date, date of last clinical privileges reap-
praisal (minimum of every 2 years), date of last training (certifica-
t i o n  o f  c o m p l e t e d  c o u r s e s ,  a n d  n u m b e r  o f  h o u r s  o r  u n i t s  o f
c o n t i n u i n g  e d u c a t i o n  c e r t i f i e d  b y  p r o f e s s i o n a l  s o c i e t i e s  o r
associations).

b. The PAF will be filed with the PCF but will not be part of the
PCF.

c. The chief of the department or service will use the PAF data in
periodic reevaluation and privilege reappraisal (para 4–8e).

d. The PAF data may be removed and destroyed, except as re-
quired to be transferred to the PCF (para 4–11), when the creden-
tials committee judges that the data are reflected accurately and
completely in the most current performance assessment and privi-
leges reappraisal. (The practitioner should be given the opportunity
to keep any productivity and computer-generated data prior to its
destruction.)

e. A practitioner may, on request and in the presence of a com-
mand representative, be allowed to review the contents of his or her
PAF. In addition, the contents of the PAF may be used by an
appropriate supervisor for counseling purposes, letters of recommen-
dation, letters of inquiry, evaluation reports (for example, OER), and
preparation of graduate professional education documentation and
reference.

f. PAF criteria definitions are in the glossary.

4–13. National Practitioner Data Bank reports
a. Public Law 99–660. (The Health Care Quality Improvement)

Act of 1986, Public Law 99–660, title IV provides for reporting of
malpractice claims resulting in monetary settlements and profes-
sional review actions to the National Practitioner Data Bank. HCPs
(para 9–1) will be reported, whether licensed or under grace periods
or waivers for licenses. 10 USC 1102 provides protection for those
providing information to professional review bodies, unless such
information is false and the persons providing it knew that the
information was false.

b. Malpractice payments. Upon notification by the local CJA to
the risk manager that a monetary award has been granted to a
c l a i m a n t  ( s e t t l e d  a d m i n i s t r a t i v e l y  b y  t h e  A r m y  J u d g e  A d v o c a t e
General Corps or litigation cases settled or adjudicated by the De-
partment of Justice), the MEDDAC, MEDCEN, or DENTAC will
report the following within 7 working days per e below.

(1) Name of claimant.
(2) Name of patient (if not the claimant).
(3) Claim number used by the CJA.
(4) MTF or DTF.
(5) Date of incident.
( 6 )  P r i m a r y  a n d  s e c o n d a r y  d i a g n o s e s  f o r  w h i c h  t h e  p a t i e n t

entered care. (See narrative summary in inpatient treatment record
(ITR) for inpatients.)

(7) Amount and date of settlement or adjudication.
(8) Name, rank, SSN, and AOC or SI of practitioner with pri-

mary care responsibility (excludes house staff).
(9) Nature and attribution of alleged negligence or incompetence

that led to the claim. The attribution may include one or more of the
following:

(a) A physician.
(b) A nonphysician.
(c) Institutional responsibility; for example, equipment and power

failure. (Payment for claims that deviate from standards of care but
outside the control of practitioner will not be reported to the data
bank.)

(10) Peer review of performance of the practitioner to whom the
care was attributed and how, in the opinion of the review body, the
situation might have been avoided. This body will then categorize
the case as—

(a) Met standards of care.
(b) Minor deviations from standards of care.
(c) Did not meet standards of care (major deviations).
(11) When peer review determines substandard care to one or

more licensed practitioners (excludes house staff), a separate report
will be submitted for each practitioner.

c. Professional review actions.
(1) Professional review actions are privileging actions that ad-

versely affect clinical privileges for privileged practitioners (after
appellate review, commander decision if no appeal, or separation—
whichever comes first).

(2) For HCPs (para 9–1), whether licensed or under grace periods
or waivers, and house staff who are convicted, plead guilty, plead
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nolo contendere, receive a discharge in lieu of court-martial, receive
a discharge in lieu of criminal investigation, or receive a less than
honorable discharge for unprofessional conduct (para 4–9k(5)), a
DD Form 2499 will be submitted within 3 working days of the date
the practitioner was formally charged with committing the unprofes-
sional conduct or on the date of discharge, whichever comes first.

(3) For HCPs not individually privileged, DD Form 2499 will be
completed as follows:

(a) Blocks 1–9, information as appropriate.
(b) Block 10, omit.
(c) Block 11, check or specify the reason for action.
(d) Block 12, give State of licensure and expiration date.
(e) Block 13, do not complete. TSG is the notification authority.
d. PCF. Copies of the reports sent for inclusion in the data bank

will be placed in Part III of those practitioners’ PCF identified with
the case. If the practitioner(s) is no longer at the MTF or DTF, the
report will be sent to HQDA (SGPS–PSQ). (See e below.) (For the
nonprivileged HCP, a notation will be made in the appropriate
departmental or service records.)

e. National Practitioner Data Bank reporting. Reports will be
sent through the next higher headquarters to HQDA (SGPS–PSQ),
5109 Leesburg Pike, Falls Church, VA 22041–3258. TSG is the
reporting authority. Copies of reports sent will be given to the
HCPs.

f. HCP Data Bank inquiries. Inquiries for data on HCPs will be
made to the National Practitioner Data Bank as follows:

(1) By the appropriate recruiting agency at the time of applica-
tion for employment.

(2) By the MEDDAC, MEDCEN, or DENTAC at the time a
practitioner applies for clinical privileges.

(3) By the MEDDAC, MEDCEN, or DENTAC at the time of
periodic reevaluation and privilege renewal.

(4) By the MEDDAC, MEDCEN, or DENTAC at the beginning
of any investigation of an HCP for substandard performance or
unprofessional behavior.

4–14. Retired mobilization volunteers
a. Preassigned retired volunteers meeting requirements for clini-

cal privileging (para 4–1) will forward a copy of their PCF at the
last MEDDAC, MEDCEN, or DENTAC of assignment to the cre-
dentials committee of the preassigned MEDDAC, MEDCEN, or
DENTAC.

b. The MEDDAC, MEDCEN or DENTAC staff operations offi-
cer or equivalent will semiannually give the credentials committee a
current list of preassigned retired volunteers. If a needed PCF is not
available, the facility will send a letter to the volunteer requesting a
copy of the PCF. This PCF should be filed in the retired volunteer’s
Military Personnel Records Jacket (MPRJ) on file at U.S. Army
R e s e r v e  C o m p o n e n t s  P e r s o n n e l  a n d  A d m i n i s t r a t i o n ,  A T T N :
DARC–PPC, 9700 Page Boulevard, St. Louis, MO 63132–5200. In
the event that the volunteer is unable to obtain a copy of the PCF,
DA Form 4691–R (front side only) will be submitted.

c. If the volunteer has not responded by the next semiannual
update, the operations officer will be informed that the individual’s
credentials must be made available and verified in order to continue
participation in the program.
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(MEDDAC, MEDCEN, or DENTAC Letterhead)

S: (Suspense date)

OFFICE SYMBOL (640–10e)                                                                                                                                                                                                          (Date)
MEMORANDUM FOR (Name, Grade, and Address of Practitioner)

SUBJECT: Notice of Summary of (Limitation) (Suspension) of Clinical Privileges

1. You are hereby notified that your clinical privileges at (MEDDAC, MEDCEN, or DENTAC) are (limited) (suspended) as follows: Effective immediately your
clinical privileges have been (limited) (suspended) for improper (state specifically the deficiencies involved and the scope of the action). The period of
(limitation) (suspension) is (indefinite) (temporary) pending action by the credentials committee at its meeting scheduled for (date).

2. You are advised that you have the right, upon your request, to have the credentials hearing committee conduct a hearing to review this action concerning your
privileges. The hearing procedures and your hearing rights are detailed in AR 40–68, chapter 4.

3. In order to have this hearing, you must make a written request for the hearing to the chairperson of the credentials committee within 10 days from the date you
receive this notice. If you fall to make the request within that time or if you fail to appear at the hearing so requested, you waive your rights to the hearing and
also waive rights to appeal to higher medical or dental authority.

FOR THE COMMANDER (if authorized):

(Signature)

(Typed name)
(Grade and corps)
Chairperson, Credentials

Committee

Figure 4-1. Sample format for a memorandum of notification for a summary action

S: (Suspense date)

PRACTITIONER"S OFFICE SYMBOL (Basic Memo Office Symbol/(Date)) (640–10e)

1st End Practitioner/typist initials/telephone no.

SUBJECT: Notice of Summary of (Limitation) (Suspension) of Clinical Privileges

(Name, Grade, and Address of Practitioner) (date)

FOR: (COMMANDER, MEDDAC, MEDCEN, OR DENTAC AND ADDRESS,
ATTN: Chairperson, Credentials Committee)

Receipt acknowledged. I understand that I have 10 days to request a hearing, if I elect to do so, in accordance with AR 40–68. Further I understand that should I
elect not to request a hearing or if I fail to appear at a hearing, I waive my right to appeal to higher medical or dental authority.

(Signature of practitioner)

(Typed name)
(Grade, and corps)

Figure 4-2. Samplee format for a separate page endorsement to a memorandum of notification for a summary action
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(MEDDAC, MEDCEN, or DENTAC Letterhead)

S: (Suspense date)

OFFICE SYMBOL (640–10e)                                                                                                                                                                                                          (Date)
MEMORANDUM FOR: (Name, Grade, and Address of Practitioner)

SUBJECT: Notification of credentials hearing

1. (The credentials committee) (a credentials hearing committee) will conduct a hearing concerning allegations that may adversely affect your clinical privileges.

2. The allegations to be reviewed are (state the nature of the allegations constituting the grounds for the hearing in sufficient detail. Include the date, identity, and
location of the records of activities or cases that are involved in the allegations, so that the practitioner will be appraised of the matters under investigation.)

3. The committee will hold the hearing at (hour) on (date) at (location). You have the right to be present, to present evidence and call witnesses in your behalf,
to cross-examine witnesses called by the committee, to consult legal counsel, and to be advised by legal counsel at the hearing. It will be your responsibility to
arrange for the presence of any witnesses you desire. Military counsel will not be made available to advise you at the hearing. You may retain a civilian attorney
at your own expense.

a. Failure to appear at the hearing will constitute a waiver of the rights listed here and the right to appeal.

b. The time and place of the hearing may be changed by the chairperson of the hearing committee upon your written request before the indicated suspense
date if based on good cause.

c. The committee will call the following witnesses: (list of witnesses, if any.)

FOR THE COMMANDER (if authorized):

(Signature)

(Typed name)
(Grade, and corps)
Chairperson, Credentials

Committee

Figure 4-3. Sample format for a memorandum of notification for a credentials hearing

(MEDDAC, MEDCEN, or DENTAC Letterhead)

OFFICE SYMBOL (640–10e)                                                                                                                                                                                                          (Date)
MEMORANDUM FOR (MEDDAC, MEDCEN, or DENTAC and Address,
ATTN: Chairperson, Credentials Committee)

SUBJECT: Receipt of a Memorandum of Notification of a Credentials Hearing

I hereby acknowledge receipt of the subject Memorandum of Notification of a Credentials Hearing. The memorandum is dated (date) and I received it on (date).

(Signature of practitioner)

(Typed name)
(Grade, and corps)

Figure 4-4. Sample format for a memorandum for acknowledgement of receipt of a memorandum of notification
for a credentials hearing
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Chapter 5
Dental Activity

5–1. Policy
a. The DENTAC commander will provide quality patient care

through continued assessment of the quality and appropriateness of
patient care. The DENTAC commander is responsible for all aspects
of QA for all personnel who practice within his or her dental
treatment facility (DTF).

b. The DENTAC commander will publish a written QAP addres-
sing the following essential components of QA:

(1) Patient care evaluation.
(2) Initial credentialing, granting of clinical privileges, licensure,

certification, and other professional qualifications.
(3) Utilization management.
(4) RM.
c. The DENTAC QAP will parallel the MEDDAC or MEDCEN

QAP (chap 3), the exceptions being provided in this chapter.
d. QA is a decentralized function with each DTF responsible to

assess its operation, conduct problem solving and reassessment, and
report unresolved problems to the DENTAC QA committee for
action. QA will be a priority for the Command Inspection Program.

5–2. Dental activity quality assurance program
committees
The structure of QAP committee organization will depend on the
size and mission of the DENTAC. Each DENTAC or detachment
with a Dental Corps (DC) officer commanding will have a QAP.
Detachment QAP and organization will interface with the DENTAC
exercising overall command. As a minimum, the following com-
mittees will be formed:

a. DENTAC QA committee. The QA committee is responsible for
the execution of the DENTAC QA plan and will act as a resource to
the professional staff on QA issues. Input to this committee will be
provided by the activities listed in table 5–1.

(1) This committee will—
(a) Develop a written QA plan.
(b) Identify resources to implement an effective QAP.
(c) Review all patient care evaluation, utilization management,

and RM activities to include followup carried out at the DTF as
necessary.

(d) Set priorities for problem solving.
(e) Have the authority to recommend corrective action.
(f) Notify the DENTAC commander when corrective action is

recommended.
(g) Follow up to ensure that corrective actions are implemented.
(h) Integrate and coordinate QA findings, recommendations, and

actions. When problems or opportunities to improve patient care
involve more than one DTF, the committee will communicate infor-
mation between DTFs.

( i )  R e p o r t  p e r t i n e n t  f i n d i n g s  t o  t h e  D E N T A C  c r e d e n t i a l s
committee.

( j )  D e t e r m i n e  t h e  o v e r a l l  e f f e c t i v e n e s s  o f  t h e  Q A P  a t  l e a s t
annually.

( k )  P r o v i d e  m i n u t e s  s u m m a r i z i n g  a c t i v i t i e s  t o  t h e  D E N T A C
commander.

(2) The exact composition of the committee will be determined
by the DENTAC commander. However, DTF officers-in-charge, the
executive officer (when assigned), the director of dental education
(when not the DENTAC commander), and the senior NCO will be
included. A dental officer will serve as chairperson.

b. DENTAC credentials committee. The role of this committee is
to recommend to the commander the clinical privileges of DENTAC
practitioners serving in the DENTAC. This also includes ARNG and
USAR members serving in the DENTAC. The committee chairper-
son will keep and control the reports of the committee and the PCFs
(para 4–11). Reports and recommendations of this committee will

be sent directly to the DENTAC commander for approval or disap-
proval. Committee recommendations relating to the DENTAC com-
mander will be sent directly to the senior dental officer in the major
MEDCOM.

(1) The voting members of the credentials committee will be
dentists.Committee membership will be determined by the DEN-
TAC commander. The senior dental officer assigned to the commit-
tee will normally serve as chairperson.The commander will appoint
a recorder as a nonvoting member. The chairperson may request a
legal adviser (nonvoting) be present. When individual committee
members, including the chairperson, are being evaluated for grant-
ing or restricting of privileges, they will not participate during that
period when their PCF is being evaluated.

(2) The frequency and dates of meetings will be determined by
the DENTAC commander and by committee workloads. (Meetings
will be held at least once annually.) The committee will allow ample
time to ensure a thorough appraisal of the practitioner and prevent
expiration of privileges.Announcement of these sessions will be in
writing 5 working days before the planned date. This announcement
alerts those practitioners who will be evaluated to make their up-
dated credentials and the privileges requested available to the com-
mittee before the meeting. An on-call session may be scheduled by
the chairperson—

(a) To evaluate requests for additional privileges.
(b) To evaluate the credentials of new practitioners.
(c) To reevaluate practitioners who are in probationary or restric-

tive categories of professional activity.
(d) To consider or make recommendations to the DENTAC com-

mander that a practitioner’s privileges be suspended, restricted, or
revoked, or that the practitioner be separated from active duty or
employment.

(e) When directed by the DENTAC commander.
(3) The committee will not take action concerning a practitioner

unless a quorum of members eligible to vote is present. A working
quorum is defined as greater than 50 percent of the voting member-
ship. Voting will be by secret ballot. All members of the committee
must either vote yes or no. No abstentions are permitted. The total
vote cast yes or no in a particular case will be recorded in the
committee minutes.

(4) The credentials committee may evaluate the quality of care
provided by any HCP, as requested by the DENTAC commander.

c. TAB. A DENTAC representative will serve on the MEDDAC
or MEDCEN TAB (AR 40–2).

d. Infection control officer. A DENTAC representative will serve
on the MEDDAC or MEDCEN infection control committee. This
officer should be a member of the DENTAC QA committee. Infec-
tions control guidance of Army policy, the American Dental Associ-
a t i o n  ( A D A ) ,  t h e  C e n t e r s  f o r  D i s e a s e  C o n t r o l ( C D C ) ,  a n d  t h e
Occupational Safety and Health Administration (OSHA) will be
followed.

5–3. Committee activities and reports
Committee activities and reports will follow the guidance provided
in chapter 2.

a. Patient care evaluation (para 3–3).
(1) The monitoring and evaluation process is described in para-

graph 3–2. The calendar of dental review topics appears in table
5–1.

Table 5–1
Calendar of dental review topics

Unit: Ancillary utilization
Submit: Jan, Apr, Jul, Oct.

Unit: Dental clinic operations
Submit: Monthly.

Unit: Dental laboratory service
Submit: Mar, Jun, Sep, Dec.
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Table 5–1
Calendar of dental review topics—Continued

Unit: Dental records and daily worksheet audit
Submit: Monthly.

Unit: Drug and/or antibiotic usage
Submit: Jan, Apr, Jul, Oct.

Unit: Patient satisfaction survey
Submit: Mar, Sep.

Unit: Radiology QA
Submit: Monthly.

Unit: Safety
Submit: Mar, Sep.

Unit: Sterilization/infection control
Submit: Monthly.

Unit: Utilization management
Submit: Feb, May, Aug, Nov.

(2) Items in paragraph 3–3a(2), (3), and (5); and 3–3b, c, d, e,
and f do not normally apply to a DENTAC.

(3) Dental record and worksheet audits form a major data source
for the QAP. Each DENTAC will develop specific administrative
guidance on conduct of the record or worksheet audit.

(a) Accuracy, timeliness, completeness, clinical pertinence, and
medicolegal sufficiency will all be evaluated.

(b) Audits on each practitioner for each clinic of the DENTAC
will be conducted monthly with results reported to the DENTAC
QA committee.

(4) Drug use review including antibiotic use will be conducted.
The reviews will focus on—

(a) Appropriateness of the drug therapy selected.
(b) Proper documentation of the prescribed drug in the dental

r e c o r d  ( S F  6 0 3  ( H e a l t h  R e c o r d — D e n t a l )  o r  S F  6 0 3 A  ( H e a l t h
Record—Dental Continuation)).

( c )  A d h e r e n c e  t o  p r e s c r i b i n g  g u i d a n c e  s u c h  a s  t h e  A m e r i c a n
H e a r t  A s s o c i a t i o n  p r o t o c o l  f o r  s u b a c u t e  b a c t e r i a l  e n d o c a r d i t i s
prophylaxis.

(5) Reviews of ancillary services include such items as utilization
of preventive dentistry specialists, dental hygienists, and dental as-
sistants(expanded function); adequacy of dental laboratory support;
and the Dental Radiology QAP (as required by TB MED 521).

(6) Patient care evaluation reviews will establish criteria to be
e v a l u a t e d  a n d  s t a n d a r d s  t h a t  w i l l  m e a s u r e  t h e  s u c c e s s  o f  c a r e
delivery.

b. Utilization management (para 3–4). The DENTAC QA com-
mittee will, at least quarterly, review the management of resources
available to the activity. The review will be documented in the
committee minutes and will include—

(1) Time management in appointment scheduling and manage-
ment of failed appointments.

(2) Management of examination and sick call hours and patient
waiting time.

(3) Use of multiple treatment rooms by each care provider.
(4) Equipment and facilities management.
(5) Logistics management (program budget advisory committee

(PBAC), medical care support equipment (MEDCASE), and Capital
Expense Equipment Program (CEEP)).

c. DENTAC risk management. The DENTAC will follow the
guidance contained in paragraph 3–5, as appropriate. The DENTAC
will appoint in writing a risk manager for the activity. Duties of the
risk manager (para 3–5e) will be performed by the appointed DEN-
TAC risk manager. Risk management will normally be considered
as part of the DENTAC QA committee and will not be a separate
committee.

d. Occurrence screening.
(1) The DENTAC QA committee will develop a list of screening

indicators which, when they occur, will trigger a review of adequacy

of care. Such items as cardiac arrest, severe post-operative infection,
return for the same complaint within 72 hours, and nerve or vessel
damage during surgery will be included.

(2) Dental record and worksheet audits, dental officer of the day
and charge of quarters logs, and voiced patient complaints are all
sources for screening reviews.

(3) Occurrence screening should be an agenda item for each QA
meeting, and findings, if any, should be documented in its minutes.

(4) Substantiated occurrences will be reported to the credentials
committee. Developing trends should be carefully monitored.

e. DENTAC QAC. The DENTAC executive officer (where as-
signed), or civilian administrative assistant, will perform the duties
outlined in paragraph 3–6.

5–4. Dental treatment facility quality assurance
DTFs will perform at least the following:

a. Review patient care evaluation, utilization management, and
RM activities within the DTF. Findings will be reported to the
DENTAC QA committee.

b .  I d e n t i f y  p r o b l e m s ,  r e c o m m e n d  c o r r e c t i v e  a c t i o n s ,  a n d  s e t
problem solving priorities for the DTF.

c. Report actions taken and refer unresolved problems to the
DENTAC QA committee.

5–5. Credentials review, privileging, and proceedings
a. Policies and procedures. Policies and procedures outlined in

c h a p t e r  4 ,  w i t h  t h e  e x c e p t i o n  o f  t h e  P A F ,  w i l l  a p p l y  t o  t h e
DENTAC.

b. Privileging. Only those individuals given the authority and
responsibility for independent decisions on initiating or altering a
course of treatment will be privileged. Persons filling a standard job
description or scope of practice (for example, preventive dentistry
specialist, dental hygienist, dental assistant (expanded function)) and
performing only under supervision will have their job performance
monitored continually and formally evaluated annually. Such evalu-
ation will normally be part of the Performance Appraisal and should
be reported to the QA committee if deficiencies are noted.

c. Dental residents. Dental residents will function under the di-
rection and supervision of a mentor. Residents who will provide
emergency or after duty hours dental care in an unsupervised mode
will be privileged to perform this care. TCFs (para 4–8h(2)) will be
maintained by the DENTAC credentials committee. Clinical privi-
leges felt warranted at the resident’s first assignment will be recom-
mended by the education committee and authenticated (signed) by
the director of the dental training program. The recommended privi-
leges will be based on performance during training.

d. DENTAC commander. After recommendation for approval of
clinical privileges by the local DENTAC credentials committee, the
entire PCF of the DENTAC commander will be sent by certified
mail, return receipt requested, to the major MEDCOM approval
authority for action.

(1) The comment/recommendation block of each privileges form
for the DENTAC commander will contain the statement “Privileges
and performance have been reviewed by the entire DENTAC cre-
dentials committee.”

(2) After privileging actions have been documented, the signed
forms will be returned by the approval authority for inclusion in the
DENTAC commander’s PCF maintained at the DENTAC.

e. Reporting requirements.
(1) Reporting requirements per paragraph 4–9k; that is, clinical

privileges changes, QA investigations, hearing decisions, restoration
of privileges, reportable actions for unprofessional conduct, and
National Practitioner Data Bank reports will be reported through the
next higher headquarters to HQDA (SGPS–PSQ), 5109 Leesburg
Pike, Falls Church, VA 22041–3258.

(2) Immediate telephonic notification of any incident of gross
negligence and acts of incompetence or negligence causing serious
injury or allegations thereof will be made through the next higher
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headquarters to HQDA (DASG–DC) (AUTOVON 289–0031; com-
mercial (703) 756–0031). Written confirmation of the telephonic
notification will be made per (1) above.

5–6. Delineation of dental clinical privileges
a. Privileges will be determined by education, training, and expe-

r i e n c e .  P r o c e d u r e  c o d e  n u m b e r s  a n d  d e f i n i t i o n s  f r o m  D A  P a m
40–16 will be used so there can be no question as to the scope of
privileges in each specialty area. Practitioners will be privileged
before providing patient care. Practitioners who have successfully
graduated from a dental school program accredited by the Council
on Dental Education of the ADA may be privileged in general
dentistry (AOC 63A). Practitioners who have graduated from a
dental specialty residency program accredited by the ADA may be
privileged to practice the scope of the specialty in which training
was received. The dental procedures for which they are privileged
are derived from the ADA code on dental procedures and nomencla-
ture (modified) and DA Pam 40–16 as listed by AOC in tables 5–1
through 5–9.

b. A practitioner may request to be privileged in any procedures
he or she is qualified to perform by submitting procedure codes on
the applicable form and supporting documentation (if required) to
the credentials committee for their evaluation and recommendation.
The DENTAC commander is the final approving authority. Except
for oral maxillofacial surgeons (AOC 63N), periodontists (AOC
63D), and pediatric dentists (AOC 63K), a certificate of training in
an approved course is required for credentials in inhalation sedation,
IV sedation, and general anesthesia.

c. The following is a list of DOD clinical procedure codes appli-
cable to the scope of general dentistry and dental specialty areas; the
list may be expanded or reduced by the local credentials committee
to match the skill level of individual practitioners. Preventive den-
tistry specialists, dental assistants (expanded function), and dental
hygienists are also listed. These specialists provide patient care
under the direction and supervision of a dental officer.

(1) General dentistry (AOC 63A). The procedures listed in table
5–2 make up the general dentistry (AOC 63A) defined privileges
category.(See para 4–2a(5).)

Table 5–2
AOC 63A Procedures

Code: 0120
Procedure: Periodic oral examination.

Code: 0125
Procedure: Identification charting.

Code: 0130
Procedure: Other examination.

Code: 0133
Procedure: Screening examination.

Code: 0140
Procedure: Comprehensive examination.

Code: 0150
Procedure: Written consultation.

Code: 0160
Procedure: Blood pressure recording.

Code: 0210
Procedure: Intraoral series.

Code: 0220
Procedure: Intraoral film.

Code: 0221
Procedure: Duplication of radiographs (other than panoramic).

Code: 0250
Procedure: Extraoral film.

Table 5–2
AOC 63A Procedures—Continued

Code: 0330
Procedure: Panoramic film.

Code: 0331
Procedure: Double panoramic film.

Code: 0332
Procedure: Duplication of panoramic radiographs.

Code: 0340
Procedure: Cephalometric film.

Code: 0350
Procedure: Diagnostic clinical photograph.

Code: 0360
Procedure: Identification photograph.

Code: 0410
Procedure: Bacteriologic cultures.

Code: 0460
Procedure: Endodontic diagnostic test.

Code: 1110
Procedure: Adult prophylaxis.

Code: 1120
Procedure: Child prophylaxis.

Code: 1240
Procedure: Topical fluoride, professional application.

Code: 1245
Procedure: Topical fluoride, self-applied, group.

Code: 1310
Procedure: Dietary planning.

Code: 1330
Procedure: Individual oral health counseling.

Code: 1331
Procedure: Group oral health counseling.

Code: 1350
Procedure: Application of pit and fissure sealants.

Code: 1360
Procedure: Plaque and tissue indices.

Code: 2140
Procedure: Amalgam, one surface.

Code: 2150
Procedure: Amalgam, two surfaces.

Code: 2160
Procedure: Amalgam, three surfaces.

Code: 2161
Procedure: Amalgam, four or more surfaces.

Code: 2205
Procedure: Glass ionomer without cavity preparation.

Code: 2215
Procedure: Glass inonomer with cavity preparation.

Code: 2320
Procedure: Resin, simple.

Code: 2336
Procedure: Resin, complex.

Code: 2340
Procedure: Acid etch.

Code: 2341
Procedure: Glazing composite.

Code: 2342
Procedure: Resin, esthetic.
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Table 5–2
AOC 63A Procedures—Continued

Code: 2410
Procedure: Gold foil, Class I.

Code: 2430
Procedure: Gold foil, Class III.

Code: 2450
Procedure: Gold foil, Class V.

Code: 2460
Procedure: Gold foil, Class VI.

Code: 2511
Procedure: Inlay, one surface.

Code: 2521
Procedure: Inlay, two surfaces.

Code: 2531
Procedure: Inlay, three surfaces.

Code: 2541
Procedure: Onlay (cusp coverage).

Code: 2910
Procedure: Recement inlay, crown, or fixed partial denture.

Code: 2940
Procedure: Sedative/temporary restoration.

Code: 2952
Procedure: Restoration polish.

Code: 2953
Procedure: Pin retention.

Code: 2954
Procedure: Intermediate base.

Code: 2955
Procedure: Post retention.

Code: 2960
Procedure: Rubber dam application.

Code: 2970
Procedure: Enameloplasty or odontoplasty.

Code: 3110
Procedure: Direct pulp cap.

Code: 3120
Procedure: Indirect pulp cap.

Code: 3210
Procedure: Pulpotomy.

Code: 3230
Procedure: Pulpectomy, total.

Code: 3231
Procedure: Pulpectomy, partial.

Code: 3311
Procedure: Anterior root canal therapy, one canal.

Code: 3312
Procedure: Anterior root canal therapy, two or more canals.

Code: 3321
Procedure: Premolar root canal therapy, one canal.

Code: 3322
Procedure: Premolar root canal therapy, two canals.

Code: 3360
Procedure: Endodontic interim treatment.

Code: 4220
Procedure: Gingival curretage.

Code: 4321
Procedure: Provisional splint, extracoronal.

Table 5–2
AOC 63A Procedures—Continued

Code: 4322
Procedure: Removal of provisional splint, extracoronal.

Code: 4330
Procedure: Occlusal adjustment, limited.

Code: 4342
Procedure: Periodontal scaling.

Code: 4343
Procedure: Periodontal scaling and root planing.

Code: 4351
Procedure: Root desensitization.

Code: 5110
Procedure: Complete denture.

Code: 5130
Procedure: Immediate complete denture.

Code: 5201
Procedure: Partial denture, resin.

Code: 5203
Procedure: Partial denture, cast metal.

Code: 5205
Procedure: Immediate partial denture, cast metal.

Code: 5330
Procedure: Partial denture, corrected cast.

Code: 5611
Procedure: Complete denture repair.

Code: 5621
Procedure: Partial denture repair.

Code: 5711
Procedure: Duplicate denture.

Code: 5731
Procedure: Denture reline, chairside.

Code: 5751
Procedure: Denture reline, laboratory.

Code: 5763
Procedure: Complete denture rebase.

Code: 5765
Procedure: Removable partial denture rebase.

Code: 5820
Procedure: Remount, chairside.

Code: 5871
Procedure: Metal base.

Code: 5873
Procedure: Amalgam occlusals.

Code: 6110
Procedure: Crown/retainer, resin veneer.

Code: 6120
Procedure: Crown/retainer, porcelain.

Code: 6130
Procedure: Crown/retainer porcelain fused to metal.

Code: 6150
Procedure: Crown/retainer, partial veneer, metal.

Code: 6160
Procedure: Crown/retainer, metal.

Code: 6201
Procedure: Pontic, cast metal.

Code: 6203
Procedure: Pontic, porcelain.
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Table 5–2
AOC 63A Procedures—Continued

Code: 6204
Procedure: Pontic, resin, veneered.

Code: 6220
Procedure: Pontic, slotted facing.

Code: 6240
Procedure: Pontic, porcelain fused to metal.

Code: 6610
Procedure: Replace broken facing.

Code: 6611
Procedure: Stain and glaze.

Code: 6612
Procedure: Broken connector.

Code: 6710
Procedure: Crown, resin processed.

Code: 6711
Procedure: Crown, resin interim.

Code: 6714
Procedure: Fixed partial denture, interim.

Code: 6719
Procedure: Crown, stainless steel, aluminum, tin.

Code: 6720
Procedure: Post-core, metal.

Code: 6730
Procedure: Composite resin fixed partial denture.

Code: 7110
Procedure: Tooth removal.

Code: 7120
Procedure: Tooth removal, complicated.

Code: 7140
Procedure: Tooth implantation, replantation, transplantation.

Code: 7210
Procedure: Repair traumatic wounds simple (up to 5 cm).

Code: 7310
Procedure: Aveoloplasty with extractions.

Code: 7412
Procedure: Excision, soft tissue.

Code: 7432
Procedure: Excision, benign tumor.

Code: 7481
Procedure: Sequestrectomy.

Code: 7511
Procedure: Incision and drainage.

Code: 7520
Procedure: Biopsy.

Code: 7530
Procedure: Removal of foreign body.

Code: 7570
Procedure: Cricothyrotomy.

Code: 7815
Procedure: Myofacial pain dysfunction treatment.

Code: 7835
Procedure: Mandibular manipulation.

Code: 7902
Procedure: Osteitis treatment.

Code: 7903
Procedure: Pericoronitis treatment.

Table 5–2
AOC 63A Procedures—Continued

Code: 8110
Procedure: Space maintainer removal.

Code: 8120
Procedure: Space maintainer, simple, fixed.

Code: 8210
Procedure: Habit breaker, removable.

Code: 8310
Procedure: Simple Hawley Device.

Code: 8330
Procedure: Bite plane, anterior, posterior.

Code: 8530
Procedure: Band and bonded attachment removal.

Code: 9211
Procedure: Local anesthesia.

Code: 9234
Procedure: Oral sedation or analgesia.

Code: 9630
Procedure: Other therapeutic medication.

Code: 9631
Procedure: Prescription.

Code: 9918
Procedure: Postoperative treatment.

Code: 9923
Procedure: Impression for dental cast.

Code: 9924
Procedure: Jaw relation records.

Code: 9926
Procedure: Laboratory procedures, adjunctive medical.

Code: 9940
Procedure: Mouth protectors/flouride carriers.

Code: 9972
Procedure: Patient handling time, diagnostic and preventive.

Code: 9973
Procedure: Patient handling time, all other clinical services.

Code: 9974
Procedure: Patient handling time, high risk, (infectious).

(2) Comprehensive dentistry (AOC 63B). Comprehensive dentists
(AOC 63B) with defined privileges (para 4–2a(5)) and graduates of
a 2-year residency program may perform all procedures listed in
table 5–2 and table 5–3.

Table 5–3
AOC 63B Procedures

Code: 2343
Procedure: Laminate veneer facing.

Code: 2420
Procedure: Gold foil, Class II.

Code: 2440
Procedure: Gold foil, Class IV.

Code: 2542
Procedure: Pinledge restoration.

Code: 3323
Procedure: Premolar root canal therapy, three or more canals.

Code: 3331
Procedure: Molar root canal therapy, one canal.
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Table 5–3
AOC 63B Procedures—Continued

Code: 3332
Procedure: Molar root canal therapy, two canals.

Code: 3333
Procedure: Molar root canal therapy, three canals.

Code: 3334
Procedure: Molar root canal therapy, four or more canals.

Code: 3335
Procedure: Root canal filling removal.

Code: 3340
Procedure: Deciduous root canal therapy.

Code: 3350
Procedure: Apexification/apexogenesis treatment.

Code: 3410
Procedure: Apicoectomy.

Code: 3420
Procedure: Retrograde filling.

Code: 3470
Procedure: Surgical fenestration (trephination).

Code: 3960
Procedure: Bleaching of discolored teeth.

Code: 4210
Procedure: Gingivectomy/gingivoplasty.

Code: 4230
Procedure: Mesial/distal wedge.

Code: 4240
Procedure: Gingival flap.

Code: 4250
Procedure: Mucogingival flap.

Code: 4270
Procedure: Soft tissue graft.

Code: 4320
Procedure: Provisional splint, intracoronal.

Code: 4331
Procedure: Occlusal adjustment, complete.

Code: 4361
Procedure: Occlusal splint.

Code: 4370
Procedure: Hemisection.

Code: 5631
Procedure: Maxillofacial prosthesis repair.

Code: 5860
Procedure: Overdenture, complete.

Code: 5862
Procedure: Overdenture, immediate.

Code: 5864
Procedure: Overdenture, partial.

Code: 5866
Procedure: Overdenture, partial, cast metal, immediate.

Code: 5872
Procedure: Cast metal occlusals.

Code: 6705
Procedure: Retainer, cast metal for acid etch bridge.

Code: 7130
Procedure: Tooth removal, impacted.

Code: 7150
Procedure: Tooth exposure, surgical.

Table 5–3
AOC 63B Procedures—Continued

Code: 7211
Procedure: Repair traumatic wounds, simple (over 5 cm).

Code: 7320
Procedure: Aveoloplasty.

Code: 7452
Procedure: Removal of odontogenic cyst or tumor.

Code: 7462
Procedure: Removal of nonodontogenic cyst or tumor.

Code: 7465
Procedure: Destruction of lesions.

Code: 7470
Procedure: Removal of exostoses.

Code: 7620
Procedure: Closed reduction, maxilla or mandible.

Code: 7685
Procedure: Intermaxillary fixation.

Code: 7690
Procedure: Maxillofacial devices.

Code: 7695
Procedure: Arch bar removal.

Code: 7811
Procedure: Reduction of dislocation.

Code: 7960
Procedure: Frenectomy.

Code: 8121
Procedure: Space maintainer, complex, fixed.

Code: 8212
Procedure: Habit breaker, mouth breathing.

Code: 8220
Procedure: Habit breaker, fixed.

Code: 8311
Procedure: Complex Hawley device.

Code: 8410
Procedure: Banding.

Code: 8420
Procedure: Bonding.

Code: 9235
Procedure: Hypnosis.

Code: 9610
Procedure: Therapeutic medication by injection.

Code: 9710
Procedure: Hospital ward rounds.

Code: 9715
Procedure: Grand rounds.

(3) Periodontics (AOC 63D). Periodontists (AOC 63D) with de-
fined privileges (para 4–2a(5)) may perform all procedures listed in
table 5–2, all procedures identified by code numbers 4000 to 4999
in DA Pam 40–16, and all procedures listed in table 5–4.

Table 5–4
AOC 63D Procedures

Code: 7452
Procedure: Removal of odontogenic cyst or tumor.

Code: 7462
Procedure: Removal of non-odontogenic cyst or tumor.

Code: 7470
Procedure: Removal of exostoses.
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(4) Endodontics (AOC 63E). Endodontists (AOC 63E) with de-
fined privileges (para 4–2a(5)) may perform all procedures listed in
table 5–2, all procedures identified by code numbers 3000 to 3999
in DA Pam 40–16, and all procedures listed in table 5–5.

Table 5–5
AOC 63E Procedures

Code: 7452
Procedure: Removal of odontogenic cyst or tumor.

Code: 7462
Procedure: Removal of non-odontogenic cyst or tumor.

(5) Prosthodontics (AOC 63F). Prosthodontists (AOC 63F) with
defined privileges (para 4–2a(5)) may perform all procedures listed
in table 5–2. They may provide full mouth rehabilitation and/or
therapy using a fully adjustable articulator. They may also perform
procedures identified by code numbers 5000 to 6999 and all proce-
dures listed in table 5–6.

Table 5–6
AOC 63F Procedure

Code: 2343
Procedure: Laminate veneer facing.

Code: 2420
Procedure: Gold foil, Class II.

Code: 2440
Procedure: Gold foil, Class IV.

Code: 2542
Procedure: Pinledge restoration.

Code: 2610
Procedure: Porcelain inlay.

Code: 4320
Procedure: Provisional splint, intracoronal.

Code: 4331
Procedure: Occlusal adjustment, complete.

Code: 4361
Procedure: Occlusal splint.

Code: 9925
Procedure: Mandibular recording (three-dimensional).

Code: 9943
Procedure: Radiation shield.

Code: 9944
Procedure: Radiation needle carrier.

( 6 )  P u b l i c  h e a l t h  d e n t i s t r y  ( A O C  6 3 H ) .  S p e c i a l i s t s  i n  p u b l i c
health dentistry (AOC 63H) may perform all procedures listed in
table 5–2.Duties related to the practice of public health dentistry are
nonclinical for which there are no special procedure codes. Non-
clinical practice includes conduct of epidemiologic research, health
care services research, and dental program planning. Clinical duties
associated with these activities are primarily diagnostic and treat-
ment planning already covered by privileges for general dentistry
(AOC 63A).

(7) Pediatric dentistry (AOC 63K). Pediatric dentists (AOC 63K)
with defined privileges (para 4–2a(5)) may perform all procedures
listed in table 5–2, all procedures listed by code numbers 8000 to
8999 in DA Pam 40–16, and all procedures listed in table 5–7.

Table 5–7
AOC 63K Procedures

Code: 5960
Procedure: Palatal lift prosthesis

Table 5–7
AOC 63K Procedures—Continued

Code: 5970
Procedure: Obturator

Code: 5980
Procedure: Speech bulb

Code: 9720
Procedure: Hospital admissions (as recommended by the MTF
credentials committee).

(8) Orthodontics (AOC 63M). Orthodontists (AOC 63M) with
defined privileges (para 4–2a(5)) may perform all procedures listed
in table 5–2 and all procedures listed by codes numbered 8000 to
8999 in DA Pam 40–16.

(9) Oral and maxillofacial surgery (AOC 63N). Oral surgeon-
s(AOC 63N) with defined privileges (para 4–2a(5)) may perform all
procedures listed in table 5–2 and all procedures listed by code
numbers 0310,7000 to 7999, and 9000 to 9999.

(10) Oral Pathology (AOC 63P). Specialists who have completed
specific training in Oral Pathology (AOC 63P) and have defined
privileges (para 4–2a(5)) may perform all procedures listed in table
5–2 and also those listed in table 5–8. Officers trained in oral
medicine (AOC 63C) and who have been converted to (AOC 63P)
may perform all procedures listed for AOC 63P except 0450 and
0451. These procedures may be requested if training, experience, or
certification provide justification.

Table 5–8
AOC 63P Procedures

Code: 0141
Procedure: Postmortem examination or bite mark analysis for
identification.

Code: 0310
Procedure: Sialography.

Code: 0450
Procedure: Macroscopic tissue examination (requires training,
experience, or certification in oral pathology).

Code: 0451
Procedure: Microscopic tissue examination (requires training,
experience, or certification in oral pathology).

(11) Residency dentists. Residents will perform procedures as-
signed and monitored by their mentor.

(12) Dental assistants. Dental assistants who have completed a
structured training program in dental prophylaxis under the direction
of a dental officer may perform removal of exogenous stain, plaque,
and supragingival calculus, procedure codes 1110 and 1120. All
treatment will be performed under the direction and supervision of a
dental officer.

(13) Preventive dentistry specialist (330–X2) (or local national
personnel with equivalent education). To meet the qualifications of
preventive dentistry specialists, individuals must—

(a) Be a graduate of the military training program.
(b) Perform all treatments under the guidance and supervision of

a dental officer.
(c) Be able to perform procedures listed in published policies and

AR 611–201.
(d) Be able to perform the preventive and oral hygiene proce-

dures in table 5–9.

Table 5–9
330–X2 Procedures

Code: 1110
Procedure: Adult prophylaxis.
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Table 5–9
330–X2 Procedures—Continued

Code: 1120
Procedure: Child prophylaxis.

Code: 1240
Procedure: Topical fluoride, professional application.

Code: 1245
Procedure: Topical fluoride, self-applied, group.

Code: 1330
Procedure: Individual oral health counseling.

Code: 1331
Procedure: Group oral health counseling.

Code: 4342
Procedure: Periodontal scaling.

(14) Dental assistant (expanded function). To meet qualifications
as dental assistants (expanded function), individuals must—

(a) Be graduates of an accepted dental therapy assistant program-
(dental assistant, expanded function).

(b) Perform treatments under the guidance and supervision of a
dental officer.

(c) Perform treatments that will be reversible and limited to those
procedures listed in published policies, and Occupational Code GS
681.

(d) Be able to perform those preventive and oral hygiene proce-
dures in table 5–9.

(15) Dental Hygienist (GS 682). To meet qualifications as dental
hygienists, individuals must—

(a) Be a graduate of an acceptable dental hygiene program which
qualifies them to obtain a State license.

(b) Perform treatments under the guidance and supervision of a
dental officer.

(c) Perform treatments that will be limited to those procedures
listed in published regulations, policies, and Occupational Code GS
682.

(d) Be able to perform those preventive and oral hygiene proce-
dures in table 5–9.

(e) Be able to perform the periodontal scaling and root planing
procedure listed under code 4343.

(f) Have a State license effective 18 July 1989.

Chapter 6
Reserve Components

6–1. Policy
a .  T h e  R C s  w i l l  c o m p l y  w i t h  t h e  Q A P  a s  o u t l i n e d  i n  t h i s

regulation.
(1) RC members providing medical or dental care who are given

the responsibility for making independent decisions to initiate or
alter a regimen of treatment will be privileged (para 4–1).

(2) Members will not be granted clinical privileges until all ap-
propriate documents are available to validate the member’s educa-
t i o n ,  t r a i n i n g ,  e x p e r i e n c e ,  l i c e n s u r e  o r  c e r t i f i c a t i o n ,  a n d  c u r r e n t
competence. In no instance may a member be assigned or privileged
to perform professional duties unless qualified by education, train-
ing, and experience.

(3) A PCF will be established and maintained for privileged
members.

(4) The PCF will be initiated upon entry into the AMEDD and
maintained until discharge or retirement.

(5) The quality and appropriateness of patient care services pro-
vided will be monitored and evaluated on an ongoing basis.

( 6 )  A n  R C  p r a c t i t i o n e r  h a v i n g  a n  a d v e r s e  p r i v i l e g i n g  a c t i o n ,
resulting in a permanent restriction or revocation of clinical privi-
leges, will be considered for reclassification, branch transfer, or

separation. Commanders will review cases of assigned practitioners
and recommend disposition according to appropriate regulations,
dependent upon the nature and merit of each case.

b. The quality and appropriateness of patient care services pro-
vided by RC practitioners will meet the standards established by the
AMEDD.

(1) The DHS will develop a scope of practice for RC practitioner
privileges for each of his or her facilities within the health service
region.This scope of practice will outline, as a minimum, clinical
privileges, types of drugs to be used, scope of medical care to be
given, and patient evaluation procedures.

(2) Coordination will be made between the DHS (or designated
representative) and RC units to address the written QA mechanisms
to be used at training sites during unit training and medical site
support missions.

c. RC units will ensure that all field medical training conducted
at State-owned or -operated training installations or active compo-
nent installations is coordinated with the DHS in consonance with
the type of training being conducted.

6–2. Credentials committee
a. The number of committee members will be determined per

paragraphs 2–1b and 5–2b, as appropriate.
b. ARNG medical units and USAR troop program medical units

having enough practitioners from the same discipline (MC and DC)
assigned and participating in unit training assemblies will form a
credentials committee per paragraph 2–1b and will monitor, review,
and update the PCF.

c. The RC credentials committee will make recommendations on
the scope of individual clinical privileges to be granted by the
MEDDAC, MEDCEN, or DENTAC credentials committee. These
recommendations will be recorded on DA Form 5753–R and for-
warded to the MEDDAC, MEDCEN, or DENTAC credentials com-
mittee together with a current PCF. DA Form 5753–R will be
reproduced locally on 81⁄2- by 11-inch paper; a copy of this form for
reproduction is located at the back of this regulation.

d. For units not having enough members to form a credentials
committee, the PCF will be forwarded for review and updated by
one of the following:

(1) The nearest RC medical unit that has a committee.
(2) The unit designated by the command surgeon at the next

higher headquarters.
(3) The ARNG State surgeon, as designated by the adjutant gen-

eral (AG) of the respective State or the AG’s designee for QA.
e. Upon completion of review and update, the PCF will be re-

turned to the designated unit for maintenance per paragraph 6–3.

6–3. Practitioner credentials file
a. A PCF will be maintained for all practitioners per paragraphs

4–6b and 4–11.
b. PCF maintenance will be determined by RC status.
(1) PCF maintenance for ARNG members is the responsibility of

the respective State adjutant general (AG) or the AG’s designee for
QA, the ARNG State surgeon. The PCF for ARNG unit members
will be maintained by specific personnel designated by the unit
commander, the ARNG State surgeon, or State AG.

(2) The PCFs for USAR troop program units (TPUs) members
will be maintained by specific personnel designated by the medical
unit commander or by the command surgeon at the next higher
headquarters.

(3) The PCF for Individual Ready Reserve (IRR) members will
be maintained by the Army Reserve Personnel Center (ARPER-
CEN) QAC.

( 4 )  T h e  P C F  f o r  I n d i v i d u a l  M o b i l i z a t i o n  A u g m e n t e e  ( I M A )
m e m b e r s  w i l l  b e  m a i n t a i n e d  b y  t h e  a g e n c y  t o  w h i c h  t h e y  a r e
assigned.

c. The custodian of the RC PCF will ensure that copies of any
adverse privileging actions taken by the civilian medical or dental
facility where the member is employed or practicing are included in
the PCF. Copies of actions will be sent within 3 working days of
receipt to HQDA (SGPS–PSQ), 5109 Leesburg Pike, Falls Church,
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VA 22041–3258 (para 6–10). For ARNG, the PCF custodian will
send the copies through TAG, ATTN: State Surgeon and MILPO.
T e l e p h o n i c  n o t i c e  o f  r e c e i p t  o f  t h e  a c t i o n  w i l l  b e  m a d e  t o
SGPS–PSQ (AV 289–0088; commercial (703) 756–0088) prior to
mailing the copies.

d. The PCF will be forwarded to the military health care facility
per paragraph 6–4 below.

e. Upon completion of ADT or its equivalent by RC practition-
ers, the QAC or credentials specialist at the facility will return the
PCF by certified mail, return receipt requested, to the appropriate
unit commander or administrative headquarters responsible for cus-
t o d y  o f  t h e  P C F .  T h e  P C F  w i l l  n o t  b e  h a n d c a r r i e d  b y  t h e
practitioner.

f. For disposition after the practitioner ends his or her service, see
AR 25–400–2, FN 40–66d.

g. Transfer of PCF will be per paragraphs 4–3a and 4–11c. Upon
notification of reassignment of a practitioner, the original PCF will
be sent directly to the gaining unit. The losing unit will retain a
copy of the PCF for a minimum of 1 year. If the PCF contains any
adverse information, a copy of the PCF will also be sent to HQDA
(SGPS–PSQ), 5109 Leesburg Pike, Falls Church, VA 22041–3258.
T r a n s m i t t a l  o f  P C F s  w i l l  b e  b y  c e r t i f i e d  m a i l ,  r e t u r n  r e c e i p t
requested.

6–4. Availability of updated PCFs for active duty training
or equivalent training

a. The PCF will be made available to the facility by the custo-
dian at least 45 days before the scheduled arrival of the practitioner.
If the 45-day timeframe cannot be met, exceptions will be coordi-
nated directly between the two activities. When the frequency of
performance of duty or training precludes sending the original PCF,
a legible certified true copy will be sent. Upon completion of the
duty or training, the certified copy will be returned to the custodian
unless required for ongoing privileges.

b. Additions to the PCF while on duty or training will be sent to
the custodian of the parent unit for updating of the original PCF.
The custodian is responsible for providing updated information to
all military facilities where the practitioner has ongoing privileges.

6–5. Issuance of orders
a. RC HCPs will not be accepted for inactive duty training (IDT),

ADT, annual training (AT), or active duty for special work (ADSW)
a s  p r a c t i t i o n e r s  ( p r i v i l e g e d )  b y  A c t i v e  C o m p o n e n t  ( A C )  M E D -
DACs, MEDCENs, or DENTACs until the facility QAC notifies the
HCP’s responsible agency that all PCF documentation is in order.

b. An ARNG HCP will not be issued orders for IDT, ADT, AT,
or full-time training duty as a practitioner (privileged) with an AC
MEDDAC, MEDCEN, or DENTAC unless an updated PCF is avail-
able to the facility commander at least 45 days prior to scheduled
arrival of the HCP for duty at the facility.

c. AC MEDDAC, MEDCEN, or DENTAC commanders will en-
sure that PCFs for RC practitioners are reviewed expeditiously and
that prompt notice of review is provided the PCF custodian so that
appropriate personnel actions may be carried out. Delays in review-
ing PCFs and notifying the PCF custodian that the documentation is
in order could preclude the practitioner’s availability for duty.

6–6. Preselection verification
a. A preselection verification of education, training, and licen-

sure, certification, or registration will be made per paragraph 4–6.
For the active duty practitioner who joins the ARNG or USAR, the
PCF from the last MEDDAC, MEDCEN, or DENTAC of appoint-
ment will be used. With the exception of current unrestricted licen-
sure status, items in the PCF need not be reverified when there is
documentation to support validation.

b. There will be statements of past and current medical liability
claims, settlements, judicial or administrative adjudications, or any
other resolved or open charges of inappropriate, unethical, unprofes-
sional, or substandard professional practice (for example, privilege
limitations, revocations, or modifications at any hospital; resignation

from any hospital staff; refusal of membership on a hospital staff;
suspension or revocation of a narcotics registration; disciplinary
action by any local or State professional society, licensing agency,
or other regulatory agency).

c. The appointee will submit a statement indicating the scope of
c u r r e n t  c i v i l i a n  p r a c t i c e  i n c l u d i n g  a n y  c i v i l i a n  h o s p i t a l  c l i n i c a l
privileges.

d. A copy of the appointee’s Federal narcotics license, if applica-
ble, will be submitted.

e. The above validated documents will become a part of the RC
m e m b e r ’ s  P C F .  T h e  A M E D D  O f f i c e r  P r o c u r e m e n t  D i v i s i o n
( H Q D A  ( S G P S – P D ) ,  5 1 0 9  L e e s b u r g  P i k e ,  F a l l s  C h u r c h ,  V A
22041–3258), will provide certified true copies of documents to the
RC practitioner’s first unit of assignment. The documents will be
sent by certified mail, return receipt requested.

6–7. Privileging
a. Procedures.
(1) Members will complete the front only of DA Form 4691–R

(for appointees only at time of initial application for privileges) and
submit it when requested by the unit’s credentials committee or
other appropriate credentials committee (para 6–2). Nonunit mem-
bers will submit DA Form 4691–R to the QAC, ARPERCEN.

(2) DA Form 5440–R-series will be completed at the member’s
duty station. Separate forms will be completed for periods of ADT,
AT, or IDT since the extent to which privileges are granted may
differ based upon type and length of duty performed. Forms must
also be completed for each facility in which the practitioner seeks
privileges. For members of the IRR performing duty at a MEDDAC,
MEDCEN, or DENTAC, DA Form 5440–R-series will be com-
pleted and become a part of the PCF prior to transmittal to the duty
station.

(3) DA Form 5753–R will be used by RC practitioners to apply
for clinical privileges during periods of active and inactive duty for
training (AT, ADT, ADSW, IDT, or equivalent). The type of duty
(active or inactive) being performed that is not applicable will be
marked out where appropriate. The form will be completed for each
facility in which privileges are sought for each active duty period of
5 or more consecutive days. For periods of IDT, the form will be
completed once annually for each facility in which privileges are
sought. If a practitioner customarily performs duty at the same
facility, the same form may be used for an extended period of time
and be updated at the discretion of the credentials committee, but
the extended period may not exceed 2 years.

(4) The original DA Forms 4691–R, 5440–R-series, and 5753–R
will become a part of the member’s PCF and a copy will be given
to the practitioner.

b. MEDDAC, MEDCEN, or DENTAC training. RC practitioners
who will participate in training at a MEDDAC, MEDCEN, or DEN-
TAC will have their PCF reviewed and privileges granted by that
facility’s credentials committee (see para 6–5). When a practitioner
is not awarded privileges or privileges are restricted due to profes-
sional incompetence, HQDA (SGPS–PSQ), 5109 Leesburg Pike,
Falls Church, VA 22041–3258, will be notified (para 4–9k). (The
scope of privileges may be limited due to the inability of the medi-
cal or dental facility to support specific practices. Such limitation
will be described in the Remarks section of DA Form 5440–R-
s e r i e s . )  H Q D A  ( S G P S – P S Q )  w i l l  n o t i f y  t h e  f o l l o w i n g ,  a s
appropriate:

(1) For ARNG members (through the Chief, National Guard Bu-
reau, ATTN: Chief, Office of the Army Surgeon), The Adjutant
General, ATTN: State Surgeon and military personnel office (MIL-
PO), of the applicable State.

(2) For IRR and IMA, ARPERCEN.
(3) For USAR TPU members, Forces Command (FORSCOM).
c. Remote site training and medical site support.
(1) RC practitioners at sites removed from the MEDDAC, MED-

CEN, or DENTAC are also subject to credentials review and privi-
leging per paragraph 6–1.

(2) The standard scope of practice for practitioners at these sites

33AR 40–68 • 20 December 1989



w i l l  b e  b a s e d  o n  D A  F o r m  5 4 4 0 – 2 6 – R - s e r i e s  ( D e l i n e a t i o n  o f
Privileges—Troop Medical Clinic).

(3) Practitioners will submit DA Form 5440–26–R-series, DA
Form 5753–R, and current PCFs to the regional medical or dental
facility responsible for operation of the site during specific training
periods.

6–8. Evaluation and reappointment
a. Procedures.
(1) Evaluation and reinstatement or modification (augmentation

or restriction) of clinical privileges will be based on education,
training, experience, thorough appraisals of clinical performance,
professional conduct, and health status. Evaluations will normally be
done during annual training or following each active duty period of
5 or more days.

(2) DA Form 5441–26–R-series (Evaluation of Privileges—Troop
Medical Clinic) will be used to evaluate each active duty training
period. For practitioners who participate in an inactive duty status,
evaluation will be made following the completion of a minimum of
24 nonconsecutive inactive duty days. DA Form 5374–R will be
used to evaluate periods of inactive duty for training. This process
allows for evaluation of performance to be completed, giving con-
sideration to current policies regarding fragmented training or ex-
cuses from training. The original of the forms will be kept in the
PCF and a copy given to the practitioner.

(3) Except for evaluations of each active duty period of 5 or
more consecutive days, evaluation of practitioners is required once
annually.

b. Remote site training and medical site support. Medical or
dental care will be evaluated. For evaluation of practitioners at
remote sites, the DHS may request the RC “on-site” medical unit
commander to certify by letter at the completion of annual training
that care assessed by current QA methodology met the required
standards. In other training units where the commander cannot cer-
tify to the quality of care being provided, the DHS has the following
courses of action available:

(1) Conduct site visits using representatives from the MEDDAC,
MEDCEN, or DENTAC.

(2) Accept certification by the on-site clinical officer in charge
that the quality of care provided by his or her RC unit or practi-
tioner meets established requirements mandated by practitioner cre-
d e n t i a l s ,  t h e  s c o p e  o f  p r a c t i c e ,  a n d  s t a n d a r d s  o f  c a r e .  T h i s
certification is dependent upon having a medical or dental staff of
three or more officers who may conduct peer review at the RC
treatment facility.

(3) Require a retrospective medical record review of clinic visits
be done by the DHS representative. At least 10 percent of records,
but no less than 50 records will be reviewed for quality and ap-
propriateness of care.

(4) DA Form 5374–R or DA Form 5441–26–R-series may by
used to record performance evaluation based on type of duty as
discussed in a above.

6–9. Suspension, restriction, or revocation of clinical
privileges

a. RC practitioners are subject to suspension, restriction, or revo-
cation of clinical privileges per paragraph 4–9. The agency initiating
the adverse privileging action will send a copy of DD Form 2499
(RCS DD–HA(AR)1611) to HQDA (SGPS–PSQ), 5109 Leesburg
Pike, Falls Church, VA 22041–3258, and forward information cop-
ies to all levels of medical commands including the respective major
Army command (MACOM); (for the ARNG, through the State AG
to the Chief, National Guard Bureau, ATTN: Chief, Office of the
Army Surgeon, WASH DC 20310–2500). (See para 6–10.)

b. Proceedings (hearing rights and appeals process) will be car-
ried out per paragraphs 4–9 and 4–10. TSG will be the final appeal
authority (para 4–10). Travel costs to the practitioner incidental to
the appeal process will be coordinated through the practitioner’s

higher headquarters. Initiation authority for adverse privileging ac-
tions based on practitioner assignment and type of training are as
follows:

(1) For all RC members performing duty (regardless of type) in a
MEDDAC, MEDCEN, or DENTAC, the commander of that facility
will initiate the actions.

(2) For Active Guard Reserve (AGR) members not assigned to a
TPU of the RC, the actions will be initiated by the commander of
the unit to which they are assigned or attached. Other AGR mem-
bers are covered by the provisions of (1) above.

(3) For IMA members, the commander of the unit to which they
are assigned will initiate the actions.

(4) For IRR members not attached to another unit and assigned to
ARPERCEN and not performing duty, the commander, ARPER-
CEN, will initiate the actions.

(5) For IRR members attached to or performing duty at other
than a TPU, if the practitioner is in a medical unit, the actions will
be initiated by the unit commander. If the practitioner is not in a
medical unit, the next higher medical command or command having
medical authority will initiate the actions.

(6) For ARNG members assigned to a medical unit, the actions
will be initiated by the unit commander. If the practitioner is not
assigned to a medical unit, the actions will be initiated by the next
higher command having a medical authority.

(7) For USAR members assigned or attached to a medical TPU,
the unit commander will initiate the actions. If the practitioner is not
assigned to a medical TPU, the next higher command having a
medical authority will initiate the actions.

(8) Documents for appeal and continued action will be forwarded
to the next higher MEDCOM or command having a medical author-
ity. The following are exceptions:

(a) For ARNG, forward appeals to the State adjutant general.
( b )  F o r  I R R  m e m b e r s ,  f o r w a r d  a p p e a l s  d i r e c t l y  t o  H Q D A

(SGPS–PSQ), 5109 Leesburg Pike, Falls Church, VA 22041–3258.
(9) If action by the higher headquarters above results in further

appeal, documents will be forwarded to HQDA (SGPS–PSQ).
(10) In no case will there be more than one level of appeal or

continued action between initiating the adverse privileging action
and TSG (final appeal authority).

( 1 1 )  F o r  p u r p o s e s  o f  i n i t i a t i n g  a d v e r s e  p r i v i l e g i n g  a c t i o n s ,
processing appeals, and continued action, if the next higher com-
mand is not a medical unit (or is a medical unit without sufficient
medical assets assigned to convene the required committees), the
higher commander having a medical authority available will direct
that the necessary assets from within his or her command be used to
convene the committees to meet the requirements of this paragraph.

c. All adverse privileging actions will become a part of the prac-
titioner’s PCF.

d. When action has been taken to restrict an RC practitioner’s
privileges and the practitioner is no longer performing the normal
duties of his or her specialty practice, the RC commander will give
consideration to separation or actions to changes in AOC and spe-
cial pays.

6–10. Reporting requirements
a. All reporting requirements per paragraph 4–9k apply with the

modifications indicated below.
b. When reports are initiated by a MEDDAC, MEDCEN, or

DENTAC, copies of the reports will be sent to the following:
(1) For USAR TPU members, the USAR TPU commander main-

taining the PCF.
(2) For USAR IRR members, the ARPERCEN QAC.
(3) For IMA members, the IMA facility maintaining the PCF.
(4) For ARNG members, through the State AG to the attention of

the State surgeon and MILPO, to the custodian of the PCF.
c. When reports are initiated by the RC unit commander, copies

of the reports will be sent to the following:
(1) The custodian of the PCF.
(2) All military facilities where the practitioner currently has

privileges.
(3) Through the appropriate RC command channels; for example,
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S t a t e  S u r g e o n ,  U . S .  A r m y  R e s e r v e  G e n e r a l  O f f i c e r  C o m m a n d
( G O C O M ) ,  U . S .  A r m y  R e s e r v e  C o m m a n d  ( A R C O M )  S u r g e o n ,
Army Area Medical Adviser, and so forth.

(4) For USAR, to the ARPERCEN QAC.
d. Concurrent with the transmittal of the adverse privileging ac-

tions (DD Form 2499) through appropriate channels, an information
copy of the action will be transmitted to HQDA (SGPS–PSQ), 5109
Leesburg Pike, Falls Church, VA 22041–3258.

6–11. DA Form 5753–R
a. A current completed DA Form 5753–R will be made available

per paragraph 6–4.
b. Any yes answers under interval information will serve as a

flag—an indicator to look more carefully and try to determine
whether or not there are any quality of care concerns.

(1) Under liability judgments and liability payments, determine
whether the field of practice is fraught with the potential for bad
results; for example, high-risk patients. Determine also whether it
was a one-time episode with no finding of “gross or repeated mal-
practice,” or whether there is a recurring pattern.

(2) The unit commander will make his or her recommendation to
t h e  M E D D A C ,  M E D C E N ,  o r  D E N T A C  c r e d e n t i a l s  c o m m i t t e e
based in part on the findings of (1) above. The credentials commit-
tee will then make its recommendation to the MEDDAC, MED-
CEN, or DENTAC commander.

c. If the findings from the evaluation of the interval information
show derogatory information and the credentials committee recom-
mends adverse privileging action, action will be initiated per para-
graph 6–9.

Chapter 7
Impaired Health Care Provider Program

7–1. General
This chapter establishes policies and procedures for the Impaired
Health Care Provider Program, an important element in the QAP.
This program is in compliance with all provisions of AR 600–85
and adds those elements necessary to provide quality patient care.
This program applies to all AMEDD active duty military officers,
w a r r a n t  o f f i c e r s ,  a n d  c i v i l i a n  e m p l o y e e  o f f i c e r - e q u i v a l e n t  H C P s
who are licensed or privileged and provide or supervise direct pa-
tient care.

7–2. Objectives of the Impaired Health Care Provider
Program
The objectives of the program are to—

a. Prevent impairment and promote well-being of HCPs through
education and minimize factors that contribute to impairment.

b. Identify impairment in HCPs as early as possible in order to
promote recovery and ensure patient safety.

c. Provide a mechanism for limiting the clinical practice of im-
paired HCPs, whether or not privileged.

d. Provide a mechanism for return to clinical practice (when
feasible) for HCPs who have been successfully rehabilitated.

e. Provide a mechanism for ongoing monitoring of rehabilitated
HCPs.

7–3. Management of health care providers impaired by
medical or psychiatric problems

a. Any HCP known or suspected of having a medical or psychi-
atric problem that impairs (or could potentially impair) clinical per-
f o r m a n c e  w i l l  b e  r e p o r t e d  t o  t h e  i m p a i r e d  p r o v i d e r  a d  h o c
committee (para 2–3).

b. The ad hoc committee will request the following:
(1) A statement of diagnosis, prognosis, and implications for

clinical performance from a physician (preferably the primary physi-
cian treating the provider).

(2) A statement concerning current clinical performance from at
least one immediate supervisor or professional peer.

( 3 )  R e c o m m e n d a t i o n s  r e g a r d i n g  t h e  H C P ’ s  s c o p e  o f  c l i n i c a l
practice from the appropriate department or service chief.

c. The impaired provider ad hoc committee will review these
s t a t e m e n t s  a n d  r e c o m m e n d a t i o n s  a n d  r e c o m m e n d  l i m i t a t i o n s  o f
practice, as necessary. If the HCP has privileges, these recommenda-
tions will be submitted through the MEDDAC, MEDCEN, or DEN-
T A C  c r e d e n t i a l s  c o m m i t t e e  t o  t h e  c o m m a n d e r .  O t h e r w i s e  t h e
recommendations will be made directly to the commander. If the
HCP’s clinical practice is suspended or restricted, notification of
action will be made per paragraph 4–9k.

d. In cases of chronic disease, at the time of privileges reap-
praisal or if a change occurs in the health of the provider, reports of
the HCP’s health will be required from the designated physician and
supervisor or designated professional peer. For the privileged HCP,
these reports will be maintained in the PAF. Otherwise, the reports
will be maintained in a confidential (para 1–7), temporary QA file
that will be destroyed when the HCP is successfully returned to full
clinical practice. (See AR 40–400–2, FN 40–1a.) If a change of duty
station occurs prior to the return to full practice, this file will be sent
to the gaining facility in the same manner as the PCF (para 4–3a).

e. Upon report of recovery, the impaired provider ad hoc com-
mittee will again request and review statements from a physician, at
least one immediate supervisor or professional peer, and the depart-
ment or service chief. The committee will then make recommenda-
t i o n s  t o  t h e  c r e d e n t i a l s  c o m m i t t e e  o r  c o m m a n d e r  r e g a r d i n g  t h e
removal of limitations on clinical practice.

7–4. Management of HCPs impaired by alcohol or other
drug abuse or dependence

a. Abuse and dependence. Alcohol and other drug abuse or de-
pendence as described in the current Diagnostic and Statistical Man-
u a l  I I I  m a y  l e a d  t o  i m p a i r m e n t  a n d  t h e  s u b s e q u e n t  n e e d  f o r
rehabilitation.

b. Impaired provider reporting. Any HCP known or suspected of
having an alcohol or other drug abuse or dependence problem will
be reported to the impaired provider ad hoc committee (para 2–3).
(See c(2) below.)

c. Program components. The provisions of AR 600–85 apply
fully to HCPs impaired by alcohol or other drug abuse or depend-
ence. In addition, the following will apply:

(1) Prevention.
(a) Because HCPs are at increased risk for drug abuse or depend-

ence, all MEDDACs, MEDCENs, and DENTACs will develop a
prevention and identification plan. The plan will incorporate ele-
m e n t s  o f  d e g l a m o r i z a t i o n ,  w i d e s p r e a d  p u b l i c i t y ,  e d u c a t i o n ,  a n d
quality assurance. The plan will be developed in conjunction with
the installation clinical director.

(b) Drug abuse by HCPs will be considered an occupational
hazard. Educational programs will place special emphasis on aspects
of drug abuse for those working with pharmaceuticals of addictive
potential. In addition, mechanisms for storing and handling of con-
trolled drugs will be periodically reviewed. When a drug diverting
situation occurs, the general problem of drug diversion should also
be addressed by the MEDDAC, MEDCEN, or DENTAC QA com-
mittee. Lessons learned should be sent to major MEDCOM QA
offices. (It should be noted that diversion and abuse is criminal
misconduct and law enforcement involvement is appropriate.)

(c) HCPs, especially those in psychiatry, family practice, primary
health care, and emergency medicine will be educated in all aspects
of alcohol or other drug abuse or dependence as part of an ongoing
inservice education program. HCPs should, when feasible, partici-
pate in a didactic and experiential orientation at a residential treat-
ment facility (RTF).

(d) Inservice education programs will emphasize—
1. That HCPs, despite their health care background, are as vul-

nerable or more vulnerable to alcohol or other drug abuse or de-
pendence than the general public.

2. The importance of learning and implementing healthy coping
mechanisms for dealing with the stresses that often contribute to the
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development of alcohol and other drug abuse or dependence among
HCPs.

3. The RM implications of HCPs continuing to provide or super-
vise direct patient care while impaired.

4. Decision-making skills and risks regarding the use and misuse
of alcohol and drugs.

5. The role of denial as a symptom of and a functional part of
alcohol or other drug abuse or dependence in HCPs and how this is
compounded by the silence of colleagues, supervisors, and even
patients.

6. Recognition of early behavioral and job performance indica-
tors of alcohol or other drug abuse or dependence.

7. Principles of effective intervention and content of treatment
programs used by impaired HCPs and their families.

8. The responsibility of peers and supervisors to report HCPs
who abuse or are dependent on alcohol or other drugs to the im-
paired provider ad hoc committee.

9. The threat to the career, health, and even the life of the HCP if
the impairment is allowed to continue.

10. The high success rates of treatment and the return to full
clinical practice after treatment, especially when identified early.

( e )  H C P s  w h o  h a v e  b e e n  t h r o u g h  t r e a t m e n t  a n d  h a v e  b e e n
recovering for at least a year should be considered to assist in
teaching educational programs.

(f) QAP activities should include identification of policies or par-
ticularly stressful work environments that may contribute to the use
of alcohol or other drugs by HCPs.

(2) Case-finding. Case-finding results from a sensitivity to the
problem and ongoing monitoring of HCPs’ clinical practice. All
HCPs are required to report providers whose clinical practice is
impaired or potentially impaired through the department chief to the
impaired provider ad hoc committee. The department chief will
review the report and inform the committee whether monitoring or
confrontation will be employed. In either case, the clinical director
will be notified and involved in the process. For civilian HCPs, in
addition to the CCC civilian program coordinator, the management-
employee relations representative from the CPO will be informed.
Civilian HCPs experiencing job performance problems will be in-
formed of the appropriate course of action that will be taken.

(a) Monitoring will be used only when there is no clear evidence
with which to confront the HCP. If monitoring is chosen, a memo-
randum for record (MFR) will be sent to the committee describing
the circumstances and specifying the type of monitoring that will be
done.

(b) If evidence of job impairment exists, confrontation is recom-
mended. In this situation, the supervisor will meet with the HCP and
objectively confront him or her with the evidences of impairment.
Clear expectations of future performance will be given. The con-
fronted HCP will also be referred to the CCC for a full evaluation.
If confrontation is chosen, an MFR will be sent to the committee
describing the evidence, the future expectations as given, and the
HCP’s response. In no circumstances will an HCP be questioned
about the impairment or the causes thereof without appropriate ad-
vice concerning the HCP’s Article 31, UCMJ, and other rights, as
appropriate.

(3) Intervention.
( a )  I n t e r v e n t i o n  p r o c e s s .  I n t e r v e n t i o n  i n v o l v e s  c o n f r o n t a t i o n

leading to a requirement for the impaired HCP to enter treatment.
Intervention is used when the behavior that impairs or potentially
impairs clinical performance is clearly related to alcohol or other
drug abuse or dependence. When intervention is chosen—

1. The CCC will be notified in advance of any action being taken
so the therapist can lend consultation and assistance. The CCC will
process ADAPCP enrollment and admission to an RTF program, if
appropriate. (A medical evaluation is necessary per AR 600–85
prior to admission to an RTF.)

2. The MEDDAC, MEDCEN, or DENTAC commander will in-
stitute enrollment of an active duty HCP into a treatment program if
that provider refuses to enter treatment. (If the impaired HCP is a
civilian employee, the civilian program coordinator of the CCC and

CPO will be notified prior to the intervention.) Consequences for
refusal to enter treatment will be given in advance.

(b) Scope of clinical practice. The HCP’s clinical practice param-
eters will be reviewed immediately by the impaired provider ad hoc
committee, in coordination with the credentials committee when
appropriate. The HCP will be removed from direct patient contact
(para 4–9a) until the committee determines that the problem is
satisfactorily controlled. Impaired HCPs requiring inpatient treat-
ment will have their clinical practice reevaluated upon return to the
duty station.

(c) Followup. Care will be taken that an HCP who has been
c o n f r o n t e d  h a s  a n  a d e q u a t e  s u p p o r t  s y s t e m  a t  h o m e  o r  i s
hospitalized.

(4) Treatment.
(a) Need for treatment. Neither the type of drug nor the type of

use of the drug alone determines the need for treatment. Apart from
the legal ramifications, drug abuse could range from simple experi-
mentation to psychological or physical dependence. All identified
abusers will be immediately referred to the CCC for evaluation.
Assessment of the need for treatment and the level of treatment will
b e  m a d e  b y  t h e  C C C  i n d e p e n d e n t  o f  a d m i n i s t r a t i v e  o r  l e g a l
concerns.

(b) Types of treatment. Inpatient (residential) treatment of active
duty HCPs will be offered through the Army RTF if the provider
has potential for retention on active duty, or may be offered through
the Department of Veterans’ Affairs if separated from active duty. If
detoxification is necessary, it will be accomplished per AR 600–85,
paragraphs 4–17 through 4–19. Outpatient treatment and education
will be available from the CCC to all impaired HCPs, military and
civilian. Civilians may also be treated as outpatients in civilian
outpatient or residential programs through the Federal Employee’s
Health Benefits Program or other commercial insurance programs.

(c) Coordination of treatment. Treatment will be coordinated by
the CCC for active duty and civilian personnel under AR 600–85.
The family will be included in the treatment plan. Administrative or
legal charges that may interfere with treatment should be resolved
prior to admission to an RTF. For those who do not enter an RTF
and those awaiting the decision of administrative or legal charges, a
binding outpatient plan will be developed with the requirements per
(5) below.

(5) Aftercare. Aftercare is the program of activities in the remain-
der of the 1-year enrollment following a residential program. The
program is designed to promote long-term recovery. The aftercare
plan will be developed prior to discharge from the RTF. The CCC
therapist will coordinate a rehabilitation team meeting as soon as the
HCP returns to duty to review the plan and agree on its specifics.
The commander, supervisor, HCP, and impaired provider ad hoc
committee will be given a copy of the plan. The aftercare plan will
be binding and consequences of not following the plan will be
clearly documented.

(a) The plan will include the provision that the HCP shows
evidence of—

1. Attendance at Alcoholics Anonymous (AA), Narcotics Anony-
mous (NA), Cocaine Anonymous (CA), or similar approved support
group at least 3 times weekly.

2. Taking of Antabuse, if prescribed.
3. Participation in the CCC groups, educational classes, and indi-

vidual sessions as described in the plan.
4. Random testing for drug problems. Urine samples will be

collected by the CCC from HCPs with drug problems. The samples
will be tested for the specific drug abuse, if possible. Such testing
will be done weekly for the first 6 months and twice a month for the
next 6 months. In the second year the commander, in coordination
with the ADAPCP, will ensure that monthly drug testing is done.
The test results will be reported to the impaired provider ad hoc
committee.

(b) Evidence of compliance with the above will be given to the
impaired provider ad hoc committee monthly for 1 year after entry
into treatment and at least quarterly for a second year.

(c) In the event of a relapse (return to alcohol or drug use) the
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HCP will be immediately suspended from clinical duties per para-
graph 4–9b. A full reassessment will be made to include an evalua-
tion of progress to this point and circumstances surrounding the
relapse (precipitating factors plus the HCP’s use of recovery coping
skills). If a second admission to an RTF is recommended, approval
must be obtained from the major MEDCOM clinical drug and alco-
hol office.

(d) Tours of active duty for impaired HCPs will be stabilized at
least 12 months from the date of admission to the RTF under AR
614–5. Exceptions are in cases where the community does not
possess sufficient aftercare resources or where there are insufficient
HCPs in the same work role as the recovering provider. Major
leadership positions and solo practices are to be avoided. In these
cases an exception to policy will be initiated so the HCP can be
reassigned to an appropriate duty station.

(e) To allow time for transition into the followup phase of reha-
bilitation, requests for leave should generally not be approved until
60 days after discharge from an RTF.

(6) Re-entry. Re-entry refers to the HCP’s return to duty and re-
entry into clinical practice. Reinstatement to full clinical practice
will normally be a gradual process. Return to full practice depends
upon the circumstances of the case and the HCP’s responses to
treatment and aftercare. Determination will be made by the com-
mander based on the recommendations from the impaired provider
ad hoc committee in coordination with the credentials committee,
when appropriate.

(a) HCPs who have abused controlled drugs are generally re-
stricted from prescribing or administering controlled drugs after
return from treatment.

(b) As long as progress is satisfactory, the HCP should eventu-
ally be returned to full clinical practice in the same role previously
held. However, HCPs working in anesthesiology should not gener-
ally return to this specialty when their impairment has been addic-
tion to drugs. Exceptions can be made after a substantial period of
highly successful aftercare and the return to anesthesia is recom-
mended by the CCC clinical director. Extended monitoring will be
done in these cases.

(c) If, in the opinion of the department chief, impaired provider
ad hoc and credentials committees, therapists, and the active duty
HCP concerned, a return to the previous specialty is not appropriate,
a recommendation for change of AOC will be initiated. Approval
rests with the appropriate corps chief.

(d) In no case will the recovering HCP be used in inservice
education on alcohol and drug abuse or dependence until 12 months
following the onset of treatment.

(7) Ongoing monitoring. Ongoing monitoring refers to the obser-
vations, reports, and meetings required over a 2-year period to
assess the progress of the HCP who has returned to duty. The CCC
is involved in monitoring during the first year of aftercare. The
supervisor, department chief, and impaired provider ad hoc commit-
tee will continue monitoring for a second year. The committee will
review the progress of each impaired HCP monthly for the first 3
months of treatment and at least quarterly thereafter until 2 years
from the date of return to duty.

(a) Reports.
1. The CCC will submit monthly written reports to the impaired

provider ad hoc committee for the first 3 months and quarterly
thereafter while the HCP is in aftercare. These reports will state, at a
minimum, the HCP’s compliance with the aftercare plan, current
progress, and prognosis. The reports will be forwarded to the cre-
dentials committee for privileged HCPs.

2. The immediate supervisor or designated peer will submit a
reports regarding the HCP’s duty competence to the CCC monthly
during the first 3 months and quarterly thereafter until completion of
aftercare monitoring.

3. Reports sent to the credentials committee will be maintained in
the PAF. Reports on HCPs not privileged will be maintained in a
confidential, temporary QA file (para 1–7), which will be destroyed
when the HCP is successfully returned to full practice. If a change

of duty station occurs prior to the return to full practice, these files
will be transferred to the gaining facility per paragraph 4–3a.

(b) Individuals monitoring impaired HCPs will notify the super-
visor and therapist immediately upon signs of relapse or failure to
follow the aftercare plan. Proper action will be taken promptly for
the good of the HCP as well as the safety of the patient population.

(c) The confidentiality requirements of AR 600–85 apply to all
reports, committee minutes, and discussions pertaining to impaired
H C P s  i n  t h e  A r m y ’ s  A D A P C P .  C i v i l  p e n a l t i e s  a p p l y  f o r  u n -
authorized disclosure. (See para 1–7 and AR 40–66, para 2–7.)

(8) Program termination.
(a) Professional involvement. The CCC’s role in the HCP’s re-

covery program ends 1 year after enrollment. The role of all others
generally ends after the second year. At this time the impaired
provider ad hoc committee will recommend termination of monitor-
ing unless review findings or relapse require further involvement.

(b) Processing for separation. AR 600–85 requires that all mili-
tary personnel, E5 and above, who are identified as drug abusers be
processed for separation from the Army per AR 635–100 and AR
635–200. The unit commander initiates the separation process. Each
level of command to the general courts-martial convening authority
(GCMCA) recommends approval or disapproval of the separation.
The GCMCA is the first level at which the separation process can
be stopped and the HCP retained on active duty. However, the
GCMCA may request determination by a DA board.

7–5. Notification to professional regulating authorities
a. Notification will be made per paragraph 4–9k for HCPs who

are privileged. For nonprivileged HCPs, reports will be sent through
the next higher headquarters to HQDA (SGPS–FP), 5109 Leesburg
Pike, Falls Church, VA 22041–3258. Major MEDCOMs will notify
their drug and alcohol clinical offices of all cases of impairment.

b. Notification will be made for any HCP who—
( 1 )  H a s  c l i n i c a l  p r a c t i c e  s u s p e n d e d ,  l i m i t e d ,  r e s t r i c t e d ,  o r

revoked.
(2) Possesses, prescribes, sells, administers, gives, or uses any

drug legally classified as a controlled substance for other than medi-
cally acceptable therapeutic purposes. (See para 4–9k(5).)

(3) Separates from active duty or Federal Service in a less than
full (defined) clinical practice.

(4) Leaves at any time for any reason during the 2-year monitor-
ing period.

c. TSG is the reporting authority.

Chapter 8
Alcohol and Drug Abuse Prevention and Control
Program and the Community Counseling Center
Quality Assurance Program

8–1. General
a. QA plan. Each CCC will develop a QA plan as described in

paragraph 3–1 and coordinate with the MTF QA committee. The
plan will describe all QA activities that occur in the ADAPCP in the
categories of patient care evaluation, utilization management, risk
management, and privileging.

b .  C l i n i c a l  s e r v i c e s .  T h e  o u t p a t i e n t  c l i n i c a l  s e r v i c e s  o f  t h e
ADAPCP will be provided in the CCCs by qualified clinical staff
who are DA certified as alcohol and drug counselors and are under
the supervision of the clinical director who is privileged by the
MTF.

c. Problem resolution and followup.
(1) Problem resolution. When problems in patient care or oppor-

tunities to improve care are identified, action will be taken. The
problems will be prioritized based on the potential impact on patient
care and outcome, number of patients affected (high volume) or
single major event, and cost-effectiveness of problem-solving. The
CCC QA committee or clinical director will assign the identified
problem to a specific person or group within the CCC. The assigned
party will assess the problem fully (to include conducting studies or
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surveys, if necessary) and report findings and recommendations to
the committee. The committee will implement corrective action.
Problems that cannot be resolved within the CCC will be referred to
an appropriate resource and documentation of this referral will be
made on the QA accession log (d(2) below) and followed until
resolution. If corrective action does not occur within the established
timeframe, the clinical director will advise the MTF QA committee.

(2) Followup. The CCC QA committee or clinical director will
monitor the problems where corrective action has been taken to
verify correction of practice or satisfactory resolution. Elements of
this process may include performing a new study using the same,
new, or revised assessment criteria, or reviewing data collected after
corrective action is taken. If an area of clinical care has not been
satisfactorily corrected, the problem will again be reviewed by the
CCC QA committee for further evaluation and appropriate action.

d. Reports and forms.
(1) Minutes. QA activities will be reported at least monthly either

as part of the regularly scheduled staff meeting or as a part of a
separate CCC QA committee meeting. (See para 2–2 for recording
of minutes.) Minutes will be reported through the CCC QA commit-
tee to the MTF QA committee per the calendar of reports (table
2–1).

(2) QA accession log. QA accession logs will be maintained to
monitor problems. The problem, original disposition, final resolu-
tion, and followup will be recorded. Problems will be numbered by
year, month, and sequence; that is, 88–2–1, 88–2–2, 88–5–1. Data
sources include monitoring activities, medical record review, inci-
dent reports, utilization review studies, patient and staff surveys, and
so forth.

e. Communication and use of findings. Findings from QA activi-
ties will be communicated to the entire staff. Findings will also be
used in the reappraisal of privileges, performance evaluations, and
development of staff educational programs. Special attention will be
given to those staff members experiencing difficulty in the delivery
of quality patient care.

f. Annual evaluation. During the first meeting of each year, the
CCC QA committee will conduct a review of the objectives, scope,
organization, and effectiveness of the QAP, and revise it as neces-
sary. The annual evaluation will be recorded, dated, signed, and sent
to the MTF QA committee.

8–2. Clinical director
The clinical director—

a .  C a r r i e s  o u t  t h e  Q A P  w i t h i n  t h e  C C C  b y  d e v e l o p i n g ,  i m -
plementing, and monitoring the QA activities with assistance from
the clinical consultant and the MEDCEN or MEDDAC QAC.

b. Ensures that all responsible clinical staff are involved in the
QAP and are knowledgeable and committed to QA objectives that
relate to their specific areas of responsibility.

c. In coordination with the clinical consultant, determines the
appropriate structure and membership of the CCC QA committee.

d. Chairs the CCC QA committee.
e. Defines areas of responsibility and determines priorities in the

QAP in order to provide consistency and eliminate overlap and
duplication of efforts while complying with regulatory requirements.

f. Disseminates recommendations from the MTF QA committee
to the CCC staff.

g. Refers problems that cannot be resolved within the CCC to the
appropriate resource.

h. Ensures that a followup mechanism is established to provide
responses to problems and recommendations.

8–3. CCC QA committee
The CCC QA committee—

a. Implements all QA activities identified in the QAP.
b. Reports pertinent QA findings to the MTF credentials commit-

tee through the clinical consultant.
c. Analyzes findings to determine patterns and trends.

8–4. Patient care evaluation
a. Monitoring and evaluation will be done per paragraph 3–2.
(1) Examples of high risk, high volume, problem prone, and high

cost aspects of care common in drug and alcohol programs are as
follows:

(a) High risk.
1. Concurrent depression and/or suicidal ideation.
2. History of violent behavior when intoxicated.
3. Subject to Personnel Reliability Program.
4. Single, alcoholic males over 40 years of age.
(b) High volume.
1. Polydrug abusers.
2. Deliberate abuse—no dependency.
3. Early stage alcoholics.
(c) Problem prone.
1. Recidivists.
2. Patients who fail to progress.
3. Patients with performance or behavior problems.
(d) High cost. Inpatient versus outpatient treatment.
(2) Specific indicators will be developed. Once developed, they

s h o u l d  b e  p r i o r i t i z e d .  T h e  n u m b e r  o f  i n d i c a t o r s  s e l e c t e d  f o r
monitoring will be the number the staff can reasonably monitor and
evaluate. Criteria will be developed for each indicator (para 3–2)
and the care given compared against these criteria. Variations from
these criteria are not a measure of quality but should trigger the peer
review process. If a problem exists, it will be documented and
corrective actions will be taken. (See para 3–2h andi.)

b. Patient records review (para 3–3a(5)).
(1) Records will be reviewed for their accuracy, timeliness, com-

p l e t e n e s s ,  c l i n i c a l  p e r t i n e n c e ,  a n d  a d e q u a c y  a s  m e d i c o l e g a l
documents.

(2) Indicators with criteria will be developed for record review.
(3) Each counselor will ensure that results of each review with

recommendations are sent to the clinical director for summary anal-
ysis and reporting to the CCC QA committee.

(4) Identified problems require corrective action and followup.
The accession log will be used; however, numbers will be used
instead of names.

(5) Record deficiencies will be put in writing and forwarded
through the clinical director to the appropriate staff members.

c. At a minimum, 10 percent of the active patient records, to
include a representative sample of cases from each counselor, will
be reviewed. Results will be forwarded to the clinical director and
presented at monthly meetings. The clinical director, counselor su-
pervisors, and clinical consultant (if possible) should be present at
these meetings to provide clinical supervision and consultation.

8–5. Utilization management
An ongoing evaluation of clinical resource management will be
utilized to assure that quality patient care is provided in the most
cost-effective manner.

a. For components of a utilization management plan, see para-
graph 3–4a.

b. Examples of indicators to determine efficient utilization of
resources are as follows:

(1) Appropriateness of entry into the ADAPCP program.
(2) Missed appointments.
(3) Analysis of services rendered (ADAPCP statistics).
(4) Appropriateness of referrals.
(5) Delays in provision of supportive services.
(6) Administrative impacts (adequacy, distribution, availability,

and use of resources to include space, personnel, supplies, and
equipment).

(7) Comparison of a sampling of cases against length-of-treat-
ment norms.

c .  U t i l i z a t i o n  m a n a g e m e n t  i s s u e s  w i l l  b e  a d d r e s s e d  a t  e a c h
monthly QA staff meeting and included as part of the CCC QA
committee minutes reported to the MTF QA committee.

d. The utilization management plan will be evaluated annually
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and revised as appropriate. The length-of-treatment norms will be
revised based on the previous 3 year’s data.

8–6. Risk management
a. RM includes all activities concerned with accident and injury

prevention and the lowering of financial losses after an injury has
occurred.It identifies problems or potential risk circumstances that
must be eliminated or reduced to prevent accident and injury.

b. One CCC staff member will be designated as risk manager.
(There is no requirement for a separate RM committee.) The risk
manager is responsible for tracking RM issues, identifying RM
trends, reporting to the CCC QA committee at least quarterly, and
assuring that RM issues are forwarded to the MTF risk manager.

c. It is the responsibility of each staff member involved in, or
having knowledge of, an unusual occurrence or incident (including
adverse responses to treatments and approaches or serious errors in
clinical judgments), to prepare a DA Form 4106 (para 3–5b(3)) and
report it to the risk manager through his or her supervisor. (The
clinical director will ensure appropriate action and followup.)

d. The following are examples of potential RM issues, the more
serious of which can be identified by an RM occurrence screening
tool:

(1) All unusual occurrence reports.
(2) Adverse treatment results.
(3) Treatment failures.
(4) Patient complaints.
(5) Safety practices.
(6) Alcohol and drug related injuries.
(7) Cases of delayed treatment or failure to treat.
e. Cases reviewed will be documented.
f. A summary of RM activities and cases reviewed will be repor-

ted to the MTF QA committee. This summary will be documented
in the RM portion of the CCC QA committee minutes. Major or
serious problems will be reported immediately.

8–7. Privileging
a. Professional staff who function independently to initiate, alter,

or terminate a regimen of medical care will be privileged. Profes-
sional staff who function under the supervision of the clinical direc-
tor and all counselors who function under the supervision of a
credentialed provider will not be granted individual privileges. Rath-
er, an internal mechanism will be established to ensure that all staff
members are competent to provide clinical services by reason of
education, training, and experience.

b. The clinical director will be granted privileges by the MTF
credentials committee. All directors should be physically and emo-
tionally able to perform the duties required and must be free of
substance abuse.

(1) Given the significant variability that can exist in the educa-
tional and experiential backgrounds of clinical directors, it will be
necessary to define the category of privileges to include levels of
supervision and consultation requirements.

(2) It is recognized that the number of adolescent patients en-
rolled in the ADAPCP will be at a minimal level. Therefore, lack of
qualifications in this area will not be the sole limiting criteria for
privileging where appropriate referral agencies are available.

c. The clinical consultant will attend the MTF credentials com-
mittee meeting when the privileges of the clinical director are being
considered. Privileges will be based on education, training, experi-
e n c e ,  a n d  c u r r e n t  c o m p e t e n c y .  D A  F o r m s  5 4 4 0 – 2 2 – R  a n d
5441–22–R will be used.

d. The following will be used as guidelines in the granting of
clinical privileges for the Psychology (GS–180) series:

(1) Category I. Limited privileges for patient care within the field
of substance abuse for adolescents and adults. Supervision or con-
sultation will be required for all complex cases. The individual can
act independently in directing patient care subject to review. He or
she must have satisfactory completion of a bachelor’s or master’s
degree including 24 semester hours in psychology and at least 1

year of full-time equivalent psychology experience in treating sub-
stance abuse in adults.

(2) Category II. Privileges for patient care within the field of
substance abuse for adolescents and adults. Supervision or consulta-
tion will be necessary for all complex cases. The individual can act
independently in directing patient care subject to review. He or she
must have satisfactory completion of 2 full years of postgraduate
study or a master’s degree in counseling psychology, or a directly
r e l a t e d  f i e l d  f r o m  a n  a c c r e d i t e d  e d u c a t i o n a l  i n s t i t u t i o n ,  o r  t h e
following:

(a) Satisfactory completion of a 4-year baccalaureate program
with at least 24 semester hours in psychology.

(b) Two years of full-time equivalent professional psychology
experience in treating substance abuse in adults.

(3) Category III. Full privileges for patient care within the field
of substance abuse for adults and limited privileges for adolescents.
Supervision or consultation will be necessary for all complex ado-
lescent cases. The individual may act independently in directing
patient care subject to review. He or she must have satisfactory
completion of all the requirements for a doctoral degree in clinical
or counseling psychology, or a directly related field from an accred-
ited educational institution, or the following:

(a) Satisfactory completion of 2 full years of postgraduate study
or a master’s degree in counseling psychology, or a directly related
field from an accredited educational institution.

(b) One year full-time equivalent professional experience in an
operating substance abuse program treating adults.

(4) Category IV. Full privileges for patient care as a clinical
director within the field of substance abuse for adolescents and
adults. The individual may act independently in directing patient
care. He or she will have satisfactory completion of all the require-
ments for a doctoral degree in clinical or counseling psychology or
a directly related field from an accredited educational institution,
and 1 year full-time equivalent professional psychology experience
in treating substance abuse in adolescents; or each of the following:

(a) Satisfactory completion of 2 full years of postgraduate study
or a master’s degree in counseling psychology or a directly related
field from an accredited educational institution.

(b) One year full-time equivalent experience in an operating sub-
stance abuse program treating adults.

(c) One year full-time equivalent professional psychology experi-
ence in treating substance abuse in adolescents.

e. The following will be used as guidelines in the granting of
clinical privileges for the Social Worker (GS–185) series:

(1) Category I. Limited privileges for patient care within the field
of substance abuse for adolescents and adults. Supervision or con-
sultation will be required for all complex cases. The individual must
have completed formal training at the master’s degree level in social
work and have a minimum of 1 year’s supervised professional social
work experience. The individual can act independently in directing
patient care subject to review.

(2) Category II. Privileges for patient care within the field of
substance abuse for adults and limited privileges for adolescents.
Supervision or consultation will be required for all complex cases.
The individual can act independently in directing patient care sub-
ject to review. The individual must have completed formal training
at the master’s or doctoral level in social work and have 2 year’s
supervised professional social work experience, or the following:

(a) Have completed formal training at the master’s degree level
in social work and have a minimum of 1 year’s supervised profes-
sional social work experience.

(b) One year’s supervisory experience in a drug and alcohol
setting.

(3) Category III. Full privileges for patient care within the field
of substance abuse for adults and limited privileges for adolescents.
Supervision or consultation will be necessary for all complex ado-
lescent cases. The individual may act independently in directing
patient care subject to review. The individual must have completed
formal training at the master’s or doctoral level in social work,
and—

(a) Have 2 year’s supervised professional social work experience.
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(b) Have 1 year’s full-time supervisory experience in a drug and
alcohol setting.

(4) Category IV. Full privileges for patient care as a clinical
director within the field of substance abuse for adolescents and
adults. The individual may act independently in directing patient
care subject to review. He or she must have completed formal
training at the master’s or doctoral level in social work, and—

( a )  H a v e  2  y e a r s  o f  s u p e r v i s e d  p r o f e s s i o n a l  s o c i a l  w o r k
experience.

(b) One year of professional experience in substance abuse coun-
seling in adolescents (may have been acquired during the supervised
period mentioned above).

f. Privileges for clinical directors in the GS–101 social science
series will be granted on a case-by-case basis, dependent on formal
education, current competency, and supervisory experience in a drug
and alcohol setting.

g. A PCF and PAF will be maintained by the MTF credentials
committee on all privileged individuals per paragraphs 4–11 and
4–12.

Chapter 9
Professional Licensure

9–1. Policy
a. Active duty, RC, and civilian employee (Federal civil service,

foreign national hire, or contract) physicians, dentists, nurses (regis-
tered, practical, or vocational), clinical psychologists, podiatrists,
optometrists, pharmacists, physical therapists, and dental hygienists
will maintain a valid, current professional license that meets the
following criteria:

(1) The license must be one granted by the recognized licensing
agency of a State, the District of Columbia, the Commonwealth of
Puerto Rico, Guam, or the U.S. Virgin Islands.

(a) Graduates of foreign medical schools will be required to
p o s s e s s  b o t h  a  m e d i c a l  l i c e n s e  a n d  o t h e r  c e r t i f i c a t i o n  b y  t h e
ECFMG or 5th Pathway.

(b) Foreign national hires in oversea areas may use a current,
valid license from the country in which they are practicing.

(c) Nurses are required to pass the examination offered by the
N a t i o n a l  C o u n c i l  f o r  L i c e n s u r e  E x a m i n a t i o n s  ( N C L E X )  b e f o r e
working without supervision.

(2) For active duty military, a valid, current license includes
licenses with no fee or reduced fee schedules for military personnel
where the issuing authority maintains and considers current informa-
tion on individuals so licensed.

b. The requirements of this chapter also apply to those who are
not classifiable as employees of the Army but are providing patient
care services in an Army MTF or DTF.

c. Personnel required to be licensed by this regulation, who were
not previously required to possess a license, must possess a license
by 8 November 1988 unless a later date is prescribed.

d .  M i l i t a r y  a n d  c i v i l i a n  o p t o m e t r i s t s ,  p o d i a t r i s t s ,  p h a r m a c i s t s ,
physical therapists, and dental hygienists must possess a license by
31 July 1989. Active duty practical nurses in enlisted ranks must
possess a license by 8 November 1990.

e. Personnel in GHPE will not be required to possess a license
until 1 year following successful completion of either the first year
or the second year of such training, depending on the requirements
of the State in which the individual will be licensed.

(1) Individuals indicating that they are seeking licensure in States
requiring 2 years of training will provide evidence of legal residence
in that State; for example, a Leave and Earnings Statement.

(2) If a State issues a graduate education license, it will be
considered adequate for individuals in GHPE but will necessitate
delay in progressing to independent responsibility following comple-
tion of training.

f. HCPs must apply for licensure within 30 days of obtaining
notification of having successfully passed a qualifying examination.

g. HCPs who enter the Armed Forces immediately after training
and do not enter a GHPE program and do not have a current, active
license will not be eligible to provide patient care services indepen-
dently. They will work only in supervised positions under a licensed
professional of the same or similar discipline and will obtain a
current, active license within 1 year of eligibility.

h. Unlicensed physicians and dentists assigned to TOE units im-
mediately after the 1st or 2d year of GHPE and not privileged to
practice within a hospital setting will be allowed to provide health
care independently for 1 year.

(1) Those individuals not possessing a current, valid license by 1
y e a r  w i l l  n o t  b e  a l l o w e d  t o  c o n t i n u e  p r o v i d i n g  h e a l t h  c a r e
independently.

(2) Those individuals assigned to other than TOE units as general
medical officers or general dental officers are required to have a
license in order to practice independently. Evidence of licensure will
be provided to the major medical command exercising professional
or technical control. Those individuals with no clearly defined medi-
cal channels will provide such evidence to HQDA (SGPS–PSQ),
5109 Leesburg Pike, Falls Church, VA 22041–3258.

i. Newly employed foreign national physicians will be allowed to
practice under supervision for up to 1 year during which time
information on which a waiver may be based will be obtained (l(3)
below). The waiver must be approved prior to the end of the proba-
tionary appointment.

j. Foreign national physicians must posses either ECFMG certifi-
cation or a license from the country in which they are practicing.

k. Failure to obtain a license may constitute reason to institute
adverse personnel actions, including loss of professional pays and
separation from the service, unless specifically waived by the As-
sistant Secretary of Defense (Health Affairs) (ASD(HA)).

(1) Practice privileges of practitioners failing to obtain licenses
will be restricted to reflect that they are prohibited from providing
patient care services unless under the supervision of a health care
professional of the same or similar discipline (as determined by the
commander). Restriction of privileges will be performed by the
credentials committee and reported per paragraph 4–9k. The super-
visor, appointed in writing, will be responsible for the care provided
by the unlicensed practitioner.

(2) Practitioners not subject to the UCMJ who provide health
care in violation of this restriction are subject to a civil money
penalty of not more than $5,000 (10 USC 1094). (Military HCPs are
subject to penalties under the UCMJ.)

l. Circumstances that may be given favorable consideration for
waiver are as follows:

(1) Active duty military personnel stationed overseas or in re-
mote sites at any time during the period between 18 July 1985 and 8
November 1988 may apply to OTSG for a temporary license waiver
u n t i l  1  y e a r  f o l l o w i n g  t h e i r  r e t u r n  t o  c o n t i n e n t a l  U n i t e d  S t a t e s
(CONUS). Waivers will be considered by the individual’s command
on a case by case basis. Extensions of overseas tours to avoid
licensure requirements will not be permitted.

(2) HCPs coming directly from education programs in profes-
sions requiring a period of practice experience prior to licensure will
be permitted to practice, under supervision, during the required
period. Failure to obtain a license at the end of the mandatory
period of practice may constitute reason to institute adverse person-
nel action and/or separation proceedings.

(3) Physicians and dentists not possessing U.S. licenses nor prac-
ticing in the United States or its territories will be required to
document proof of English competency and clinical skills. One or
more of the following in addition to the individual’s PCF, including
current DA Forms 5374–R and 5441–R-series, will be submitted for
waiver consideration:

(a) Certification by the ECFMG.
(b) Successful completion of the examination offered by the Uni-

formed Services University of the Health Sciences.
(c) Objective assessment of performance through explicit clinical

monitoring from a functioning QAP. Also addressed will be the
practitioner’s proficiency level, past performance, and continuing
education.
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(4) Waiver requests will be sent through command channels to
H Q D A  ( S G P S – P S Q ) ,  5 1 0 9  L e e s b u r g  P i k e ,  F a l l s  C h u r c h ,  V A
22041–3258. TSG’s evaluation and recommendation will be for-
warded to ASD(HA) for waiver determination.

m. The following apply only to military personnel:
(1) All individuals who are not in compliance with this chapter

w i l l  h a v e  a l l  f a v o r a b l e  p e r s o n n e l  a c t i o n s  s u s p e n d e d  u n d e r  A R
600–8–2.

(2) As a general policy those individuals who are not in compli-
ance with this chapter and are in an obligated status, as defined in
the glossary, will be used in their specialties under the supervision
of appropriately licensed health care personnel or in such capacities
as their commander may direct until the expiration of their obliga-
tions. At that time they will be eliminated from the service under
the provisions of AR 635–100 or AR 135–175 for loss of profes-
sional qualifications.

(a) Being in an obligated status does not preclude earlier elimina-
tion from the service for loss of professional qualifications or for
other reasons should competent authority determine this to be in the
best interest of the service.

(b) Those individuals who are eliminated prior to completion of
o b l i g a t e d  s e r v i c e  m a y  b e  s u b j e c t  t o  r e c o u p m e n t  o f  e d u c a t i o n a l
subsidies.

(3) Those individuals who are not in compliance with this para-
graph and who have no current service obligation may be eliminated
f r o m  t h e  s e r v i c e  u n d e r  t h e  p r o v i s i o n s  o f  A R  6 3 5 – 1 0 0  o r  A R
135–175 for loss of professional qualifications or for such other
reasons appropriate to the individual case.

(4) Obligations resulting from acceptance of special incentive
pays, military education (advanced course, and so forth), acceptance
of promotion, or resulting from the 3-year initial active duty obliga-
tion incurred upon accession without service sponsored education
will be handled under (2) above. Entitlement to and recoupment of
incentive pays will be determined by the appropriate finance office.

n. The Office of Personnel Management (OPM) has established
the minimum qualification requirements for each classification se-
r i e s  b y  g r a d e  l e v e l  i n  i t s  O P M  H a n d b o o k  ( H d b k )  X – 1 1 8 .  F o r
AMEDD civil service positions wherever an OPM Hdbk X–118 or
DOD requirement exists for a specific license, registration, or certi-
fication as a condition of eligibility for a position, maintenance of
that requirement is a condition of employment.

o. Licensure requirements apply regardless of whether the indi-
viduals are performing clinical or administrative duties. Individuals
not assigned to or privileged by a MEDDAC, MEDCEN, or DEN-
TAC will provide evidence of current licensure to the major medical
command exercising professional or technical control.

9–2. Payment of fees associated with professional
licensure
Appropriated funds will not be used to pay the expenses for obtain-
ing and maintaining a professional license. Permissive TDY (travel
orders which show no entitlement to per diem or travel or lodging
expenses) may be granted for the purpose of taking licensure exami-
nations or for appearing for interviews required by the licensing
agency as a condition for granting a license. Leave will not be
charged for this purpose unless the individual already has a license
that meets the requirements of this regulation.
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Appendix A
References

Section I
Related Publications

AR 15–6
Procedure for Investigating Officers and Boards of Officers.

AR 20–1
Inspector General Activities and Procedures.

AR 25–400–2
The Modern Army Recordkeeping System (MARKS).

AR 27–20
Claims.

AR 27–40
Litigation.

AR 40–1
Composition, Mission, and Functions of the Army Medical
Department.

AR 40–2
Army Medical Treatment Facilities: General Administration.

AR 40–3
Medical, Dental, and Veterinary Care.

AR 40–5
Preventive Medicine.

AR 40–6
Army Nurse Corps.

AR 40–48
Nonphysician Health Care Providers.

AR 40–61
Medical Logistics Policies and Procedures.

AR 40–66
Medical Record and Quality Assurance Administration.

AR 40–407
Nursing Records and Reports.

AR 135–175
Separation of Officers.

AR 340–21
The Army Privacy Program.

AR 351–3
Professional Education and Training Programs of the Army Medical
Department.

AR 600–8–2
Suspension of Favorable Personnel Actions (Flags).

AR 600–85
Alcohol and Drug Abuse Prevention and Control Program.

AR 611–201
Enlisted Career Management Fields and Military Occupational
Specialties.

AR 614–5
Stabilization of Tours.

AR 635–100
Officer Personnel.

AR 635–200
Enlisted Personnel.

DA Pam 40–5
Army Medical Department Standards of Nursing Practice.

DA Pam 40–16
Dental Statistical Reporting.

Diagnostic and Statistical Manual III
(This publication may be obtained from The American Psychiatric
Association, 1700 18th Street, N.W., Washington, DC 20009.)

FM 8–70/AFR 160–24/NAVMED P–5120
Standards for Blood Banks and Transfusion Services.

FPM
Federal Personnel Manual, U.S. Civil Service Commission (chaps
315 and 432).

Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) Publications:

Accreditation Manual for Hospitals.
Ambulatory Care Manual.
Drug and Alcohol Facilities Manual.
Hospital Accreditation Program Scoring Guidelines: Nursing 

Services, Infection Control, Special Care Units.
Monitoring and Evaluation of Nursing Services.
Psychiatric Services Manual.
(The current editions of the six publications listed above may be

obtained from JCAHO, 875 N. Michigan Avenue., Chicago, IL
60611.)

Occupational Therapy Quality Assurance Handbook.
(This publication may be obtained from HQDA (DASG–DB), 5109
Leesburg Pike, Falls Church, VA 22041–3258.)

OPM Hdbk X–118
Qualification Standards for Positions Under the General Schedule.

Physical Therapy Quality Assurance Handbook.
(This publication may be obtained from HQDA (DASG–DB), 5109
Leesburg Pike, Falls Church, VA 22041–3258.)

TB MED 521
Management and Control of Diagnostic X-Ray, Therapeutic X-Ray,
and Gamma-Beam Equipment.

TB MED 530
Occupational and Environmental Health Food Service Sanitation.

UCMJ
Manual for Courts-martial, United States 1984.

Section II
Prescribed Forms

DA Form 4106
Quality Assurance/Risk Management Document. (Prescribed in para
3–5b.)

DA Form 4691–R
Initial Application for Clinical Privileges. (Prescribed in para
4–8a(1).)

DA Form 5374–R
Performance Assessment. (Prescribed in para 4–8e(1).)
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DA Form 5440–R
Delineation of Privileges—Anesthesia. (Prescribed in para 4–8a(1).)

DA Form 5440A–R
Delineation of Privileges Record. (Prescribed in para 4–8a(1).)

DA Form 5440–1–R
Delineation of Privileges—Dentistry. (Prescribed in para 4–8a(1).)

DA Form 5440–2–R
Delineation of Privileges—Family Practice. (Prescribed in para
4–8a(1).)

DA Form 5440–3–R
Delineation of Privileges—Internal Medicine and
Subspecialty.(Prescribed in para 4–8a(1).)

DA Form 5440–4–R
Delineation of Privileges—Neurology. (Prescribed in para 4–8a(1).)

DA Form 5440–5–R
Delineation of Privileges—Obstetrics and Gynecology. (Prescribed
in para 4–8a(1).)

DA Form 5440–6–R
Delineation of Privileges—Optometry Service. (Prescribed in para
4–8a(1).)

DA Form 5440–7–R
Delineation of Privileges—Pathology. (Prescribed in para 4–8a(1).)

DA Form 5440–8–R
Delineation of Privileges—Pediatrics. (Prescribed in para 4–8a(1).)

DA Form 5440–9–R
Delineation of Privileges—Podiatry. (Prescribed in para 4–8a(1).)

DA Form 5440–10–R
Delineation of Privileges—Psychiatry. (Prescribed in para 4–8a(1).)

DA Form 5440–11–R
Delineation of Privileges—Psychology. (Prescribed in para
4–8a(1).)

DA Form 5440–12–R
Delineation of Privileges—Radiology/Nuclear Medicine. (Prescribed
in para 4–8a(1).)

DA Form 5440–13–R
Delineation of Privileges—Surgery. (Prescribed in para 4–8a(1).)

DA Form 5440–14–R
Delineation of Privileges—Nurse Anesthetists. (Prescribed in para
4–8a(1).)

DA Form 5440–15–R
Delineation of Privileges—Nurse Midwives. (Prescribed in para
4–8a(1).)

DA Form 5440–16–R
Delineation of Privileges—Nurse Practitioners (Adult).(Prescribed in
para 4–8a(1).)

DA Form 5440–17–R
Delineation of Privileges—OB/GYN Nurse Practitioner. (Prescribed
in para 4–8a(1).)

DA Form 5440–18–R
Delineation of Privileges—Physician Assistants. (Prescribed in para
4–8a(1).)

DA Form 5440–19–R
Delineation of Privileges—Dietetics. (Prescribed in para 4–8a(1).)

DA Form 5440–20–R
Delineation of Privileges—Occupational Therapy. (Prescribed in
para 4–8a(1).)

DA Form 5440–21–R
Delineation of Privileges—Physical Therapy. (Prescribed in para
4–8a(1).)

DA Form 5440–22–R
Delineation of Privileges. (Prescribed in para 4–8d.)

DA Form 5440–23–R
Delineation of Privileges—Emergency Medicine. (Prescribed in para
4–8a(1).)

DA Form 5440–24–R
Delineation of Privileges—Aviation Medicine. (Prescribed in para
4–8a(1).)

DA Form 5440–25–R
Delineation of Privileges—General Medical Officer. (Prescribed in
para 4–8a(1).)

DA Form 5440–26–1–R
Delineation of Privileges—Troop Medical Clinic Physicians.
(Prescribed in para 4–8a(1).)

DA Form 5440–26–2–R
Delineation of Privileges—Troop Medical Clinic Dentists.
(Prescribed in para 4–8a(1).)

DA Form 5440–26–3–R
Delineation of Privileges—Troop Medical Clinic Physician
Assistants. (Prescribed in para 4–8a(1).)

DA Form 5441–R
Evaluation of Privileges—Anesthesia. (Prescribed in para 4–8e(1).)

DA Form 5441–1–R
Evaluation of Privileges—Dentistry. (Prescribed in para 4–8e(1).)

DA Form 5441–2–R
Evaluation of Privileges—Family Practice. (Prescribed in para
4–8e(1).)

DA Form 5441–3–R
Evaluation of Privileges—Internal Medicine and Subspecialty.
(Prescribed in para 4–8e(1).)

DA Form 5441–4–R
Evaluation of Privileges—Neurology. (Prescribed in para 4–8e(1).)

DA Form 5441–5–R
Evaluation of Privileges—Obstetrics and Gynecology. (Prescribed in
para 4–8e(1).)

DA Form 5441–6–R
Evaluation of Privileges—Optometry Service. (Prescribed in para
4–8e(1).)

DA Form 5441–7–R
Evaluation of Privileges—Pathology. (Prescribed in para 4–8e(1).)

DA Form 5441–8–R
Evaluation of Privileges—Pediatrics. (Prescribed in para 4–8e(1).)

DA Form 5441–9–R
Evaluation of Privileges—Podiatry. (Prescribed in para 4–8e(1).)
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DA Form 5441–10–R
Evaluation of Privileges—Psychiatry. (Prescribed in para 4–8e(1).)

DA Form 5441–11–R
Evaluation of Privileges—Psychology. (Prescribed in para 4–8e(1).)

DA Form 5441–12–R
Evaluation of Privileges—Radiology/Nuclear Medicine. (Prescribed
in para 4–8e(1).)

DA Form 5441–13–R
Evaluation of Privileges—Surgery. (Prescribed in para 4–8e(1).)

DA Form 5441–14–R
Evaluation of Privileges—Nurse Anesthetists. (Prescribed in para
4–8e(1).)

DA Form 5441–15–R
Evaluation of Privileges—Nurse Midwives. (Prescribed in para
4–8e(1).)

DA Form 5441–16–R
Evaluation of Privileges—Nurse Practitioners (Adult). (Prescribed in
para 4–8e(1).)

DA Form 5441–17–R
Evaluation of Privileges—OB/GYN Nurse Practitioner (Prescribed
in para 4–8e(1).)

DA Form 5441–18–R
Evaluation of Privileges—Physician Assistants. (Prescribed in para
4–8e(1).)

DA Form 5441–19–R
Evaluation of Privileges—Dietitian. (Prescribed in para 4–8e(1).)

DA Form 5441–20–R
Evaluation of Privileges—Occupational Therapy. (Prescribed in para
4–8e(1).)

DA Form 5441–21–R
Evaluation of Privileges—Physical Therapy. (Prescribed in para
4–8e(1).)

DA Form 5441–22–R
Evaluation of Privileges. (See the DA Form 5440–22–R entry and
para 4–8d for completion of this form.) (Prescribed in para 4–8e(1).)

DA Form 5441–23–R
Evaluation of Privileges—Emergency Medicine. (Prescribed in para
4–8e(1).)

DA Form 5441–24–R
Evaluation of Privileges—Aviation Medicine. (Prescribed in para
4–8e(1).)

DA Form 5441–25–R
Evaluation of Privileges—General Medical Officer. (Prescribed in
para 4–8e(1).)

DA Form 5441–26–1–R
Evaluation of Privileges—Troop Medical Clinic Physicians.
(Prescribed in para 4–8e(1).)

DA Form 5441–26–2–R
Evaluation of Privileges—Troop Medical Clinic Dentists.
(Prescribed in para 4–8e(1).)

DA Form 5441–26–3–R
Evaluation of Privileges—Troop Medical Clinic Physician
Assistants. (Prescribed in para 4–8e(1).)

DA Form 5753–R
USAR or ARNG Application for Clinical Privileges to Perform
Active or Inactive Duty Training. (Prescribed in para 6–2c.)

DA Form 5754–R
Malpractice and Privileges Questionnaire. (Prescribed in para B–3a.)

DD Form 2499
Health Care Provider Adverse Clinical Privileges Action
Report(Requirement Control Symbol DD–HH(AR) 1611).
(Prescribed in para 4–9k.) (This form is stocked and issued from
HQDA (SGPS–PSQ) 5109 Leesburg Pike, Falls Church, VA
22041–3258.)

Section III
Referenced Forms

DA Form 71
Oath of Office—Military Personnel.

DA Form 751 (Obsolete, see OF 271.)
Telephone or Verbal Conversation. (Will be used until stock is
exhausted.)

DA Form 3881
Rights Warning Procedure/Waiver Certificate.

DA Form 4692–R
Clinical Privileges Annual Evaluation. (This form is obsolete but, if
previously completed, it will be kept for historical purposes in
individual files.)

DA Form 4700
Medical Record—Supplemental Medical Data.

OF 271
Conversation Record. (DA Form 751 will be used until stock is
exhausted.)

SF 509
Medical Record—Doctor’s Progress Notes.

SF 513
Medical Record—Consultation Sheet.

SF 600
Health Record—Chronological Record of Medical Care.

SF 603
Health Record—Dental.

SF 603A
Health Record—Dental Continuation.

Appendix B
Preselection Procedures for Nonmilitary Health Care
Personnel

B–1. General
a. Covered health care personnel and activities. This appendix

applies to servicing CPOs, procurement offices, and commanders or
directors of AMEDD activities. Its provisions cover personnel in the
following occupations and their equivalents in foreign national local
h i r e  a n d  c o n t r a c t  p o s i t i o n s :  M e d i c a l  O f f i c e r ,  G S – 0 6 0 2 ;  D e n t i s t ,
G S – 0 6 8 0 ;  V e t e r i n a r i a n ,  G S – 0 7 0 1 ;  N u r s e  G S – 0 6 1 0 ;  P o d i a t r i s t ,
G S – 0 6 6 0 ;  P h y s i c i a n  A s s i s t a n t ,  G S – 0 6 0 3 ;  C l i n i c a l  P s y c h o l o g i s t ,
GS–0180; Optometrist, GS–0662; Physical Therapist, GS–0633; Oc-
cupational Therapist, GS–0631; Social Worker, GS–0185; Dietitian,
G S – 0 6 3 0 ;  P h a r m a c i s t ,  G S – 0 6 6 0 ;  S p e e c h  P a t h o l o g i s t ,  G S – 0 6 6 5 ;
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P s y c h o l o g i s t ,  G S – 0 1 8 0 ;  A u d i o l o g i s t ,  G S – 0 6 6 3 ;  M e d i c a l  T e c h -
nologist, GS–0644; Emergency Medical Technician, GS–0699; Par-
amedic, GS–0699; Licensed Practical Nurse, GS–0620; and Dental
Hygienist, GS–0682.

b. Preselection verification. Preselection verification of educa-
tion, training, clinical experience, licensure, and certification or reg-
istration before appointment and/or placement into selected civil
service, consultant and expert, contracted, and foreign national local
hire positions is required. This includes any movement into posi-
tions or functions defined in a above. For internal placement, a
modified verification procedure may be accomplished as long as the
cumulative result is comparable to the requirements defined herein.

B–2. Preselection tasks
a. For Civil Service, consultants and experts, and foreign national

local hires, the servicing CPO and employing AMEDD activity
perform data collection.

b. For contracted services, the contracting office provides for
data collection (see para B–4).

c. The AMEDD activity commander or director ultimately per-
forms the preselection validation or verification including resolution
of medical issues. Appointments to these AMEDD positions may
only be made after receipt of the AMEDD commander or director’s
( o r  d e s i g n e e ’ s )  w r i t t e n  c e r t i f i c a t i o n  o f  t h e  a c c e p t a b i l i t y  o f  t h e
candidate.

B–3. Procedures for civil service, consultant and expert,
and foreign national local hires

a. Candidate or applicant. The applicant will submit DA Form
4691–R, DA Form 5754–R (Malpractice and Privileges Question-
naire), and at least two letters of reference. (DA Form 5754–R will
be reproduced locally, head to head, on 81⁄2- by 11-inch paper; a
copy for reproduction is located at the back of this regulation.) The
reference letters will be mailed directly to the CPO staffing special-
ist from the author. The letters will be from the following, as
appropriate:

(1) One from the chief of staff, hospital or clinic administrator,
professional supervisor, or department chairperson of the applicant’s
hospital.

(2) Director or faculty member of the applicant’s training pro-
gram, if the applicant has been in a training program within the past
5 years.

(3) A health care professional of his or her discipline in a posi-
tion to evaluate the applicant’s professional standing, abilities, and
character (for example, a peer or a president or secretary of the local
professional society). Both peer and professional association or soci-
ety assessment (if a member) are mandatory if self-employed.

b. Servicing CPO. A CPO official will—
(1) Obtain certified copies of the following from the applicant:
(a) Qualifying education (transcript and diploma) and board certi-

fication, as applicable.
( b )  A p p l i c a n t ’ s  l i c e n s e ( s ) ,  r e g i s t r a t i o n ,  o r  c e r t i f i c a t i o n ,  a s

applicable.
(c) Certifications of completed continuing education, as applica-

ble, along with the category type. This information must cover 3
years, or from the time the applicant obtained the qualifying degree,
if less than 3 years.

(d) For the non-United States and non-Canadian trained physi-
cian, his or her ECFMG certificate.

(2) Voucher medical facilities and institutions where the appli-
cant was educated and/or employed.

(3) Have the applicant secure at least two letters of reference.
(See a above.)

(4) Collect, organize, and send all information and data to the
AMEDD facility action office.

c. AMEDD facility. A MEDDAC, MEDCEN, or DENTAC staff
member will—

(1) Contact HQDA (SGPS–PSQ) (AUTOVON 289–0088; com-
mercial (703)756–0088) for verification of education, training, licen-
sure, registration, or certification, as necessary.

(2) Determine if any of the applicant’s licenses or registrations
have been or are currently being challenged; whether the applicant
has been involved in any adverse malpractice actions, and whether
he or she has experienced a loss of medical organization member-
ship, clinical privileges, or membership at any other hospital.

(3) Verify Drug Enforcement Agency (DEA) status.
(4) Obtain and verify a history of clinical privileges performed,

as applicable.
(5) Complete the selection process to include documentation of

actions and return of the completed package to the CPO.
(6) Record any verification by telephone communication between

the facility and HQDA (SGPS–PSQ) on the document itself and on
official letterhead, which are signed and dated by the individual
making the call. These letters will be placed in section VI of the
PCF.

(7) Contact HQDA (SGPS–PSQ) per c above if the medical di-
ploma has been issued by a foreign medical school in a country that
has no diplomatic relations with the United States.

B–4. Contracted services
The contracting office will have accomplished the preselection veri-
fication (para B–1b) and will provide adequate proof of it upon
request by the AMEDD activity.

Appendix C
MTF Department of Nursing Quality Assurance
Program

C–1. Overview
The MTF nursing QAP provides for a planned, systematic, ongoing
process to monitor, evaluate, and document the quality and ap-
propriateness of nursing care and clinical nursing practice; and to
identify and pursue opportunities to improve patient care and effect
problem resolution. The nursing QAP applies to all nursing person-
nel practicing in inpatient and ambulatory settings.

C–2. Goals
The nursing QAP will—

a. Provide the framework for the development, implementation,
and evaluation of nursing QA processes.

b. Include at least the following as goals at each MTF:
(1) Implementation and use of standards of nursing care, practice,

and performance to establish the acceptable level of clinical care
based upon the resources available.

(2) Development of a planned, systematic, ongoing mechanism
for monitoring and evaluating clinical performance and the delivery
of patient care.

(3) Development of a mechanism for corrective action, followup
and reevaluation when opportunities to improve care and resolve
problems are identified.

(4) Integration of department of nursing QA objectives with the
MTF QAP.

c. Include any additional goals as required by the MTF mission.

C–3. Procedures
a. The chief, department of nursing, maintains the overall respon-

sibility for an ongoing nursing QAP for the MTF.
b. The chief, department of nursing, will appoint a QA nurse who

will coordinate, implement, and monitor the nursing QAP.
c. All department of nursing personnel will implement the nurs-

ing QAP at their respective levels.

C–4. Organization and structure
Each MTF will have a unit-based nursing QAP with central over-
sight and direction provided by the chief, department of nursing,
through a nursing QA committee (see para 2–2) and a QA nurse.

a. The department of nursing QA committee, with the assistance
of the QA nurse, will—

(1) Have representation from each nursing element to include:
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inpatient units, operating room, central materiel, infection control
nursing, nursing education and staff development, anesthesia nurs-
ing, ambulatory nursing, community health nursing, occupational
health nursing, and any others as determined by the chief, depart-
ment of nursing, per the MTF QAP.

(2) Facilitate and coordinate the uniform and systematic collec-
tion, analysis, and use of information.

(3) Report activities and information to the MTF QA committee
as indicated.

b. Each nursing element will develop and implement a written
QA plan that provides for the overall integration of its nursing QA
activities into the department of nursing QAP.

c. Nursing QA activities will be coordinated with other MTF
organizational elements to resolve problems and improve care at the
most appropriate level.

C–5. Components
The four major aspects of the nursing QAP are patient care assess-
ment, competence, risk management, and utilization management.
Integration of these elements within the program assures a compre-
hensive, broad-spectrum approach to identifying deficiencies and
opportunities for improvement in nursing care.

a. Patient care assessment. This process evaluates the quality and
appropriateness of patient care, derived from standards of care,
standards of practice, and other data sources.

(1) Standards of care. The following standards of care are the
minimum standards for every patient. Additional standards may be
developed at the unit level.

(a) Patient safety. All patients will be free from harm related to
nursing practice or procedure variance.

(b) Patient education. All patients and significant others will
receive education to enable them to restore, maintain, or promote
health or function.

(c) The nursing process. All patients will have an individualized
nursing plan of care, to include discharge planning.

(2) Standards of practice. Registered nurses are responsible for
adherence to standards of practice as outlined in DA Pam 40–5 and,
as appropriate, professional and/or specialty nursing organization
standards.

(3) Monitoring and evaluation. The process described in para-
graph 3–2 will be followed in patient care assessment. Results of the
department’s monitoring and evaluation activities will be communi-
cated according to requirements outlined in paragraph C–6.

b. Competence.
(1) Licensure.
(a) All registered nurses will maintain a valid, current profes-

sional license with a stated expiration date.
(b) All licensed practical or vocational nurses will maintain a

valid current license with a stated expiration date.
(c) There will be a method for verification and ongoing monitor-

ing of current licensure.
(2) Performance standards. The clinical performance of all cate-

gories of nursing personnel practicing with the AMEDD will be
evaluated based upon written job descriptions and standards of per-
formance. The standards of performance will be criteria-based and
periodically evaluated.

(3) Knowledge and skills verification. Mechanisms will be estab-
lished to validate competency of all nursing personnel in the per-
formance of nursing activities and tasks.

(4) Clinical privileges. Nursing personnel functioning as non-
physician HCPs will be granted clinical privileges in accordance
with chapter 4.

(5) Reporting. Professional nurses and licensed practical nurses
to whom any of the following apply will be reported through the
next higher headquarters to HQDA (SGPS–PSQ), 5109 Leesburg
Pike, Falls Church, VA 22041–3258. Licensing agencies will be
notified by SGPS–PSQ as appropriate.

(a) Incompetent practice.
(b) Verbal or physical abuse of patient.
(c) Violation of confidentiality.

(d) Alcohol, drug, or psychological impairment.
(e) Falsification of records.
(f) Pleas of guilty or nolo contendere or conviction on criminal

charges.
(g) Resignation or discharge in lieu of court-martial. Instances of

(a) through (g) above will be reported upon discovery and initiation
of actions, in the same manner as described for practitioners in
paragraph 4–9k(1). In case of a serious incident involving any of the
above, a telephonic report should be made per paragraph 4–9b(2),
and a QA investigation may be indicated.

c. Risk management. At a minimum, the following nursing risk
management issues will be addressed:

(1) Elopement or against-medical-advice events.
(2) Environmental safety.
(3) High risk circumstance identification.
(4) Medical materiel.
(5) Patient satisfaction.
(6) Practice and procedure variances.
(7) Unusual occurrence report analysis.
d. Utilization management. At a minimum, there will be a plan

that provides for appropriate identification, allocation, and ongoing
evaluation of personnel, financial, and equipment resources. Re-
sources aspects of the workload management system for nurses,
education expenditures, and nonstandard equipment items are exam-
ples of appropriate issues to be examined. At least the following
continuity of care issues will also be addressed:

(1) Discharge planning.
(2) Patient education.
(3) Nursing care effects on length of stay.

C–6. Reporting requirements and mechanisms
a. Pertinent information from unit-based nursing QA activities

will be documented and forwarded to the department of nursing QA
committee through channels established by the department of nurs-
ing QA plan.

b. Information from the department of nursing QA committee
will be disseminated throughout the department of nursing per pro-
cedures prescribed by the chief, department of nursing.

c. Information from the department of nursing QA committee
will be reported by minutes to the MTF QA committee as per
paragraph 2–2 and the MTF QAP.

d .  C o n c l u s i o n s ;  r e c o m m e n d a t i o n s ;  a c t i o n ;  e v a l u a t i o n  ( C R A E )
format will be used in reporting all nursing QA activities and identi-
fied opportunities to improve patient care:

(1) Conclusions.
(2) Recommendations.
(3) Actions taken.
(4) Evaluation and/or followup.
e. Medical confidentiality for all patients will be protected as

fully as possible in all QA documentation.
f. Reports will be maintained at the MTF as prescribed in para-

graph 2–2c.
g. A copy of all nursing QA forms will be sent to the respective

major MEDCOM QA nurse consultant who will maintain a library
of these forms for reference and future standardization purposes.

C–7. Evaluation of the MTF nursing QAP
a. The evaluation of nursing QA activities is intended to deter-

mine the effectiveness of the unit-based departmental program. The
scope, objectives, organization, and effectiveness of the department
Q A  p l a n  w i l l  b e  e v a l u a t e d  a t  l e a s t  a n n u a l l y  a n d  r e v i s e d  a s
necessary.

b. Evaluation of the nursing QAP by the chief, department of
n u r s i n g ,  a n d  t h e  d e p a r t m e n t  o f  n u r s i n g  Q A  c o m m i t t e e  w i l l
include—

(1) Comparison of the written plan with the nursing QA activities
that were performed.

( 2 )  D e t e r m i n a t i o n  o f  t h e  e f f e c t i v e n e s s  o f  t h e  m o n i t o r i n g  a n d
evaluation process leading to problem resolution and improved pa-
tient care.
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(3) Determination that nursing QA information was communi-
c a t e d  a c c u r a t e l y  a n d  t o  t h e  a p p r o p r i a t e  p e r s o n s ,  g r o u p s ,  a n d
committees.

C–8. Nursing QAP references
T h e  d e p a r t m e n t  o f  n u r s i n g  Q A P  i s  b a s e d  o n  t h e  f o l l o w i n g
references:

a. AR 40–1.
b. AR 40–5.
c. AR 40–6.
d. AR 40–48.
e. AR 40–61.
f. AR 40–66.
g. AR 40–407.
h. DA Pam 40–5.
i. Accreditation Manual for Hospitals (JCAHO).
j. Drug and Alcohol Facilities Manual (JCAHO).
k. Psychiatric Services Manual (JCAHO).
l. Monitoring and Evaluation of Nursing Services (JCAHO).
m. Ambulatory Care Manual (JCAHO).
n. Hospital Accreditation Program Scoring Guidelines: Nursing

Services, Infection Control, Special Care Units (JCAHO).

Appendix D
Nutrition Care Division or Directorate

D–1. Policy
a. Army nutrition care programs will be administered by a quali-

fied staff of registered military or civilian dietitians. QA monitoring,
data collection, trend analysis, problem solving, and QA in educa-
tional programs are the responsibility of the entire chain of com-
mand within the Nutrition Care Division (NCD).

b. The chief, NCD, will establish the QA program to assure
excellence in nutritional care. This program will encompass, but not
be limited to, the use of established monitors and standing operating
procedures (SOPs).

c. The quality and appropriateness of patient care services pro-
vided will be monitored and evaluated on an ongoing basis (para
3–2).

d. The QA activities will be coordinated with the MTF QAP.
e. Individual clinical privileges will be delineated for all regis-

tered dietitians given the authority and responsibility for making
independent decisions to initiate or alter a regimen of treatment.
Where full performance of a civilian dietitian’s role requires the
dietitian to be individually privileged, privileging is a condition of
employment.

f. Findings from division or directorate QA activities will be
integrated into the unit inservice training schedule.

g. When performing patient care activities, students and other
trainees will receive direct supervision.

h. Dietetic intern documentation in patient charts will be co-
signed by a registered dietitian.

D–2. Procedure
a. Division QA officer. The division QA officer will be an Army

Medical Specialist Corps commissioned officer appointed by the
chief of the NCD. In an MTF supported by a sole dietitian, he or
she will be the QA officer. Duties of the QA officer include at least
the following:

(1) Maintaining liaison with the MTF QA committee.
(2) Analyzing and distributing QA performance data within the

nutrition care division.
(3) Planning the division QA meetings.
( 4 )  P r e p a r i n g  d i v i s i o n  Q A  c o m m i t t e e  a g e n d a s ,  r e p o r t s ,  a n d

minutes.
b. Division QA committee. The division QA committee will con-

sist of the chief, nutrition care; chief, clinical dietetics; chief, pro-
duction and service; the division noncommission officer in charge

(NCOIC), and the division QA officer. In an MTF supported by a
sole dietitian, the committee will consist of the dietitian and senior
noncommissioned officers or senior civilian staff from the produc-
tion and service and clinical dietetics functions.

c. Performance standards.
(1) Division QA performance standards for monitoring criteria

will be established by the division QA committee.
(2) Any aspect of nutrition care services that does not meet

established criteria standards will be assigned to the action officer
responsible for that service until substandard performance meets the
established criteria standards. Problems so defined will be recorded
o n  t h e  d i v i s i o n  p r o b l e m  s o l v i n g  r e c o r d  d u r i n g  r e s o l u t i o n  a n d
reevaluation.

(3) Data collected and problem resolution will be discussed at
regular division QA meetings.

(4) Data collected will be used in the evaluation of personnel.
d. Patient care evaluation. SOPs and indicators, with established

criteria, will be used in the following:
(1) Peer review of nutrition care information in the patient’s

medical record. Dietitians who have successfully completed a die-
tetic internship, but who have not yet passed registration examina-
tions, will sign patient record entries with their names and the title
graduate dietitian (GD). In sole dietitian MTFs, the medical record
review may be accomplished as a peer review during regional QA
visits by the regional MEDCEN’s QA officer.

(2) Evaluation of the thoroughness of nutrition instruction for
inpatients, ambulatory care personnel, and the military community.

(3) Assessment of food quality and accuracy in the delivery of
prescribed diets to patients.

e. Credentials and privileging process.
(1) Credentials review includes validation of education, training,

current registration, and current competency.
(2) DA Forms 5440–19–R and 5441–19–R will be completed for

the privileged dietitian at least every 2 years (except ARNG and
USAR). (See also para 4–8.)

(3) Documentation of specialized training and/or AOC designa-
tion in clinical dietetics must be obtained by dietitians before they
will be granted the following clinical privileges:

(a) Prescribing vitamins, therapeutic nutritional supplements, or
diets other than weight control and modifications in consistency.

(b) Ordering laboratory tests.
f. Infection control.
(1) The NCD will have SOPs addressing infection control in

patient care areas and in food production and service (TB MED
530).

(2) Infection control procedures as defined by AR 40–5 and pro-
cedures approved by the MTF infection control officer will be
incorporated into division training programs and division operations.

(3) Documented review and approval of the division infection
control procedures will be done annually by the MTF infection
control committee or infection control officer.

g. Records.
(1) Within HSC, QA findings including summaries of actions

taken will be forwarded annually to Commander, U.S. Army Health
S e r v i c e s  C o m m a n d :  A T T N :  H S C L – S ,  F o r t  S a m  H o u s t o n ,  T X
78234–6000. Seventh MEDCOM and 18th MEDCOM dietetic staff
officers will forward their QA findings on an annual basis to Chief,
Dietitian Section, HQDA (DASG–DBD) 5109 Leesburg Pike, Falls
Church, VA 22041–3258.

(2) QA data trend analysis, identified problems and actions, evi-
dence of resolution, and recommendations will be given to the MTF
QA committee on a semiannual basis per table 2–1. A record of
these data will be simultaneously forwarded to the appropriate head-
quarters dietetic staff officer or consultant.
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(3) Additional QA data requested by the MTF QA committee
will be forwarded by the division QA officer.

Appendix E
Occupational Therapy and Physical Therapy
Activities

E–1. Policy
a. The Army MTF occupational therapy (OT) and physical ther-

apy (PT) programs will be provided by a qualified staff of certified
occupational therapists and licensed physical therapists. Civilian em-
ployees will meet and maintain requirements established by the
OPM and DOD.

b. The chief of OT and PT will establish the QAP to assure
quality patient care (para 3–1a).

c. The quality and appropriateness of patient care services pro-
vided will be monitored and evaluated on an ongoing basis, using
established monitors and generic screens (para 3–2).

d. Multidisciplinary audits are encouraged; that is, combined au-
dits with supervising services such as physical medicine and rehabil-
itation where appropriate, psychiatry, and orthopedics, or with other
professionals associated with patient treatment.

e. The QA activities will be coordinated with the MTF’s QAP.
f. In no instance will clinical privileges be granted when the

therapist is unqualified by education, training, or experience.
g .  I n s e r v i c e  t r a i n i n g  s h o u l d  a d d r e s s  f i n d i n g s  f r o m  t h e  Q A

activities.
h. Whenever performing patient care activities, students and other

trainees will receive direct supervision on a daily basis.

E–2. OT procedures
a. Section QA coordinator. The section chief or appointed section

QAC will monitor the OT QA activities. Duties include at least—
(1) Maintaining liaison with the MTF committee.
(2) Updating monitors and developing generic screens.
(3) Analyzing and distributing QA data within the OT section as

appropriate.
(4) Preparing OT QA reports.
( 5 )  E v a l u a t i n g  t h e  s e c t i o n  Q A P  o n  a n  o n g o i n g  b a s i s  a n d

documenting the evaluation at least annually.
(6) Following guidance contained in the Occupational Therapy

Quality Assurance Handbook.
b. Patient care evaluation.
(1) Patient care evaluation will consist of ongoing, concurrent

audits of the quality and appropriateness of patient care and health
promotion interventions.

(2) SOPs and protocols approved by the supervising physician
will be reviewed and updated annually by the section chief or the
section QAC to reflect patient care service delivery advancements
and program modifications.

(3) Indicators that are monitored on an ongoing basis include the
following:

(a) Appropriateness of audit screen.
(b) Presence of audit screen identification entries.
(c) Audit screen evaluation criteria.
(d) Capacity of the audit screen to cross-reference records.
(e) Documentation of program review.
c. Credentials review and privileging process.
(1) Credentials review includes validation of graduation from an

a c c r e d i t e d  s c h o o l ,  c u r r e n t  c e r t i f i c a t i o n ,  s p e c i a l t y  t r a i n i n g ,  a n d
competence.

( 2 )  O c c u p a t i o n a l  t h e r a p i s t s  g r a n t e d  c l i n i c a l  p r i v i l e g e s  i n c l u d e
t h o s e  p e r f o r m i n g  p r i m a r y  u p p e r  e x t r e m i t y  n e u r o m u s c u l o s k e l e t a l
evaluations (NMSEs). Physician review will be per AR 40–48.

(3) An occupational therapist with additional education and/or
training when qualified may be privileged by the MEDDAC or
MEDCEN commander.

(4) DA Forms 5440–20–R and 5441–20–R will be completed for

each privileged occupational therapist at least every 2 years (except
ARNG and USAR). See also paragraph 4–8a and e.

d. Utilization management.
(1) Ongoing utilization management monitors will be developed

for implementation by designated QACs of OT sections.
( 2 )  M o n i t o r s  i n c l u d e  p h y s i c i a n  r e v i e w  o f  t r e a t m e n t  p r o g r a m

protocols.
(3) Specific indicators monitored include—
(a) Timeliness and appropriateness of OT services.
(b) Service delivery policies.
(c) Time from receipt of consultation to service initiation.
(d) Lack of referrals.
e. Risk management. The section chief will appoint an officer to

serve as the section risk manager. The section risk manager will be
responsible for developing generic screens for monitoring the pro-
gram, and coordinating RM activities with the MEDDAC or MED-
CEN risk manager.

f. Infection control.
(1) Local MEDDAC or MEDCEN infection control SOPs pro-

vide the policy guidance for infection control.
(2) Each OT section will have an internal infection control policy

delineated in written clinic SOPs approved by the MEDDAC or
MEDCEN infection control committee.

(3) An appointed infection control officer will develop generic
screens to monitor the internal infection control program. This offi-
cer is also responsible for reviewing and updating section SOPs to
assure compliance with the broader MEDDAC or MEDCEN infec-
tion control SOPs.

E–3. PT procedures
a. Section QA coordinator. The chief of the PT section or ap-

pointed section QAC will monitor the PT QA activities. Duties
include at least—

(1) Maintaining liaison with the MTF QA committee.
(2) Developing monitors and generic screens.
(3) Analyzing and distributing QA data within the PT section as

appropriate.
(4) Preparing PT QA reports.
(5) Evaluating the section QA program on an ongoing basis.
(6) Conducting RM per paragraph 3–5 and infection control in

accordance with policy as stated in AR 40–5.
b. Model QAP. (See the Physical Therapy Quality Assurance

Handbook.) This program must include the following:
(1) Function. The broad aspect of care that describes a process

by which physical therapy services are delivered. All functions en-
compass the scope of physical therapy practice.

(2) Indicators. Specific components of care used to evaluate serv-
ices rendered (yardstick of care).

(3) Monitors. Methods by which criteria are measured and indi-
cators are assessed (a trend locator).

( 4 )  C r i t e r i a .  M e a s u r a b l e  s t a n d a r d s  t o  e v a l u a t e  t h e  i n d i c a t o r s
(inches on the yardstick).

(5) Data sources. Bodies of information that are critically re-
viewed against criteria.

(6) Problems. Problems found must be followed up by an indica-
tion of corrective action.

c. Credentials review and privileging process.
(1) Credentials review includes validation of graduation from an

accredited PT school, current licensure, specialty training, and cur-
rent competence.

(2) Physical therapists granted clinical privileges include at least
those performing NMSEs, electroneuromyography, inhibitive cast-
ing, and early intervention in the care of infants at high risk of death
or disability (neonatal intensive care).

(3) Any physical therapist with appropriate qualifications may be
privileged by the MEDDAC or MEDCEN commander to perform
other duties.

(4) After 1 July 1989, individuals not licensed or awaiting notifi-
cation of licensure will have all medical record entries counter-
signed by a licensed therapist.

(5) DA Forms 5440–21–R and 5441–21–R will be completed for
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each privileged physical therapist at least every 2 years (except
ARNG and USAR). See also paragraph 4–8a and e.

E–4. Records
a. QA data trend analysis, identified problems and actions, evi-

dence of resolution, and recommendations will be given to the MTF
QA committee quarterly per table 2–1.

b. Within HSC, QA findings including actions taken will be
f o r w a r d e d  a n n u a l l y  t o  C o m m a n d e r ,  U . S .  A r m y  H e a l t h  S e r v i c e s
Command, ATTN: HSCL–S, Fort Sam Houston, TX 78234–6000.

c. The Seventh MEDCOM and 18th MEDCOM PT and OT Ac-
tivities will forward their QA findings on an annual basis to the
respective chief, HQDA (DASG–DB), 5109 Leesburg Pike, Falls
Church, VA 22041–3258.
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Glossary

Section I
Abbreviations

AA
Alcoholics Anonymous

AC
Active Component

ACLS
advanced cardiac life support

ADA
American Dental Association

ADAPCP
A l c o h o l  a n d  D r u g  A b u s e  P r e v e n t i o n  a n d
Control Program

ADSW
active duty for special work

ADT
active duty for training

AFIP
Armed Forces Institute of Pathology

AG
adjutant general

AGR
Active Guard Reserve

AMEDD
Army Medical Department

AOC
area of concentration (formerly SSI)

AQCESS
Automated Quality of Care Evaluation Sup-
port System

ARCOM
Army Reserve Command

ARNG
Army National Guard

ARPERCEN
Army Reserve Personnel Center

ASD(HA)
A s s i s t a n t  S e c r e t a r y  o f  D e f e n s e  ( H e a l t h
Affairs)

AT
annual training

ATLS
advanced trauma life support

BCLS
basic cardiac life support

CA
Cocaine Anonymous

CCC
community counseling center

CCU
coronary care unit

CDC
Centers for Disease Control

CE
continuing education

CEEP
Capital Expense Equipment Program

CJA
claims judge advocate

CONUS
continental United States

CPO
civilian personnel office

CRAE
conclusions; recommendations; action; evalu-
ation (format)

DA
Department of the Army

DC
Dental Corps

DCCS
deputy commander for clinical services

DEA
Drug Enforcement Agency

DENTAC
dental activity

DHS
director of health services

DMIS
Defense Medical Information System

D.O.
Doctor of Osteopathy

DOD
Department of Defense

DRG
diagnosis-related group

DTF
dental treatment facility

ECFMG
Educational Commission for Foreign Medical
Graduates

ECG
electrocardiogram

EMS
emergency medical services

ER
emergency room

FLEX
Federation Licensing Examination

FN
file number

FOIA
Freedom of Information Act

FORSCOM
Forces Command

FPM
Federal Personnel Manual

GCMCA
general courts-martial convening authority

GD
graduate dietitian

GHPE
Graduate Health Professions Education

HCP
health care provider

Hdbk
handbook

HQ
headquarters

HQDA
Headquarters, Department of the Army

HREC
health record

HSC
U.S. Army Health Services Command

ICU
intensive care unit

IDA
initial denial authority

IDT
inactive duty training

IMA
individual mobilization augmentee

IRR
Individual Ready Reserve

ITR
inpatient treatment record

JCAHO
J o i n t  C o m m i s s i o n  o n  A c c r e d i t a t i o n  o f
Healthcare Organizations (formerly JCAH)

MACOM
major Army command

MC
Medical Corps
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M.D.
Doctor of Medicine (medical doctor)

MEB
medical evaluation board

MEDCASE
medical care support equipment

MEDCEN
medical center

MEDCOM
medical command

MEDDAC
Medical Department activity (Army)

MFR
memorandum for record

MPRJ
Military Personnel Records Jacket

MRI
magnetic resonance imaging

MTF
medical treatment facility

NA
Narcotics Anonymous

NCD
nutrition care division or directorate

NCLEX
National Council for Licensure Examinations

NCOIC
noncommissioned officer in charge

NMSE
neuromusculoskeletal evaluation

NPRC
National Personnel Records Center

OB/GYN
obstetrics and gynecology

OER
Officer Evaluation Report

OJT
on-the-job training

OPM
Office of Personnel Management

OSHA
O c c u p a t i o n a l  S a f e t y  a n d  H e a l t h
Administration

OT
occupational therapy

OTJAG
Office of The Judge Advocate General

OTR
outpatient treatment record

PAD
patient administration division

PAF
provider activity file

PBAC
program budget advisory committee

PCE
potential compensable event

PCF
practitioner credentials file

PCS
permanent change of station

PT
physical therapy

QA
quality assurance

QAC
quality assurance coordinator

QAP
Quality Assurance Program

RC
Reserve Component

RM
risk management

RTF
residential treatment facility

SI
skill identifier (formerly ASI)

SOP
standing operating procedure

SSN
social security number

TAB
therapeutics agents board

TCF
training credentials file

TDY
temporary duty

TOE
table(s) of organization and equipment

TPU
troop program unit

TSG
The Surgeon General

UCMJ
Uniform Code of Military Justice

USAR
U.S. Army Reserve

USARCS
U.S. Army Claims Service

Section II
Terms

Alcohol and Drug Abuse Prevention and
Control Program (ADAPCP)
The Army’s official program for prevention,
identification, treatment, and management of
personnel with alcohol-and-drug problems.

Alcohol abuse
The non-dependent use of alcohol to an ex-
tent that it has an adverse effect on the user’s
h e a l t h  o r  b e h a v i o r ,  f a m i l y ,  c o m m u n i t y ,  o r
DOD.

Alcohol dependence or alcoholism
P s y c h o l o g i c a l  a n d / o r  p h y s i o l o g i c a l  r e l i a n c e
on alcohol as defined by the current Diagnos-
tic and Statistical Manual III.

Appropriate
The determination that the service being pro-
vided is suited for the condition that is pres-
e n t ;  s u i t a b l e  f o r  a  p a r t i c u l a r  p e r s o n ,
condition, occasion, and/or place.

Appropriateness
The extent to which a particular procedure,
t r e a t m e n t ,  t e s t ,  o r  s e r v i c e  i s  e f f e c t i v e ,  i s
clearly indicated, is not excessive, is ade-
quate in quantity, and is provided in inpa-
tient, outpatient, home, or other settings best
suited to the patient’s need.

Appropriateness criteria
Criteria which represent the clinical circum-
stances that support a decision to perform a
diagnostic, therapeutic, or surgical procedure.

Clinical competence
Personal and technical skills that lead to ef-
fective intervention in illness or injury.

Clinical consultant
The medical officer, who has an interest in
a n d  k n o w l e d g e  o f  a l c o h o l  a n d  o t h e r  d r u g
abuse, appointed by the MTF commander to
provide consultation and medical support to
the CCC.

Community counseling center
T h e  l o c a l  i n s t a l l a t i o n  e l e m e n t  o f  t h e
ADAPCP that provides outpatient counsel-
i n g ,  e d u c a t i o n ,  a n d  c o m m a n d  c o n s u l t a t i o n
and liaison.

Complication
Any event, whether iatrogenic or spontane-
ous, either of omission or commission, that
r e p r e s e n t s  a  s i g n i f i c a n t  d e v i a t i o n  f r o m  t h e
expected process or outcome of a particular
medical or dental treatment.
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Continuing education
Formal post-degree or post-certificate train-
ing exclusive of educational programs in spe-
cialty areas; courses of study that refresh;
update and enhance knowledge, skills, and
experience of professional personnel.

Continuity of care
The process for providing the ongoing appro-
p r i a t e  l e v e l  o f  c a r e  a s  t h e  p a t i e n t  m o v e s
through the health care continuum.

Credentials
The documents which constitute evidence of
training, licensure, experience, and expertise
of a practitioner.

Drug abuse
The use or possession of illegal drugs or the
nonmedical use of prescription or over-the-
counter drugs.

Drug dependence
P s y c h o l o g i c a l  a n d / o r  p h y s i o l o g i c a l  r e l i a n c e
on a psychoactive drug as defined by the
current Diagnostic and Statistical Manual III.

Effectiveness
The degree to which action(s) achieve the
intended health or dental result under normal
or usual circumstances.

Efficiency
Optimal allocation of goods or services. In
health or dental care, it is maximizing the
units of effective care delivered for a given
unit of resources used.

Evaluation
Analysis of collected, compiled, and organ-
ized data pertaining to important aspects of
care. Data are compared with predetermined,
clinically valid criteria; variations from crite-
ria are judged to be justified or unjustified;
a n d  p r o b l e m s  o r  o p p o r t u n i t i e s  t o  i m p r o v e
care are identified.

Focused review
R e v i e w  t h a t  c o n c e n t r a t e s  o n  a  p e r c e i v e d
problem area that may be a specific diagno-
sis, procedure, practitioner(s), patient(s), or
other limited scope topic; done in place of a
more comprehensive review or as a prelimi-
nary to it.

Health care personnel
Personnel involved in the delivery of health
care.

Health care provider
Providers of direct patient care services.

Impaired health care provider
An HCP whose clinical practice, or supervi-
sion thereof, is adversely affected (or has the
potential of being adversely affected) by al-
cohol or drug abuse or dependence, or by
medical or psychiatric problems.

Important aspects of care
Clinical activities that involve a high volume

of patients, that entail a high degree of risk
for patients, or that tend to produce problems
for patients. Such activities are deemed im-
portant for the purpose of monitoring and
evaluation.

Incident (adverse event)
Any unintended or unexpected negative result
that arises during patient care.

Indicator
A defined, measurable dimension (variable)
of the quality or appropriateness of an impor-
tant aspect of care. Indicators specify the pa-
tient care activities, events, occurrences, or
outcomes that are to be monitored and evalu-
ated in order to determine whether those as-
p e c t s  o f  p a t i e n t  c a r e  c o n f o r m  t o  c u r r e n t
acceptable standards of practice.

License
A grant of permission by an official agency
of a State, the District of Columbia, or a
C o m m o n w e a l t h ,  t e r r i t o r y ,  o r  p o s s e s s i o n  o f
the United States to provide health care in-
dependently in a specified discipline in that
jurisdiction. It includes, in the case of such
care furnished in a foreign country by any
person who is not a national of the United
States, a grant of permission by an official
agency of that foreign country for that person
t o  p r o v i d e  h e a l t h  c a r e  i n d e p e n d e n t l y  i n  a
specified discipline.

Malpractice
A dereliction of professional duty or failure
of professional skill or learning that results in
death, injury, loss, or damage to the patient.

Monitoring
The systematic and ongoing collection, com-
pilation, and organization of data pertaining
to indicators for the quality and appropriate-
ness of important aspects of care in order that
p r o b l e m s  o r  o p p o r t u n i t i e s  t o  i m p r o v e  c a r e
can be identified.

National Practitioner Data Bank
The organization developed according to pro-
visions of Public Law 99–660 (The Health
Care Quality Improvement Act of 1986).

Nursing plan of care
A n y  w r i t t e n  d o c u m e n t a t i o n  o f  t h e  n u r s i n g
process as it applies to an individual patient.

Obligated status
A c t i v e  d u t y  s e r v i c e  o b l i g a t i o n ( s )  r e s u l t i n g
from entry into the Army, participation in the
various subsidized accession programs (for
example, Health Professions Scholarship Pro-
gram, Uniformed Services University of the
Health Sciences, Reserve Officers’ Training
Corps), or from participation in inservice or
service sponsored professional education pro-
grams that include an active duty obligation.

PAF criteria definitions
a. Number of patients “discharged” iden-

tifies the total number by patients discharged

and transferred out of the attending practi-
t i o n e r  ( e x c l u d i n g  a d m i n i s t r a t i v e  t r a n s f e r s
when the patient was not admitted for treat-
ment). This includes inpatient deaths, but ex-
c l u d e s  p a t i e n t s  f o r  w h o m  o n l y  r e c o r d s
responsibility is assumed.

b. Number of patient “deaths (failed crite-
ria)” identifies deaths which may have been
contributed to by practitioner failure, delay,
or inappropriate diagnosis or treatment.

c. Number of patients with “normal tissue
(failed criteria)” identifies surgical cases with
normal tissue found unacceptable by surgical
cases review function.

d .  N u m b e r  o f  m e d i c a l  r e c o r d  “ d e f i c i e n -
cies” is determined by the medical record
review function. (See para 4–12a(5)(b).)

e. Number of medical record “delinquen-
c i e s ”  i d e n t i f i e s  d o c u m e n t e d  i n s t a n c e s  o f  a
p r a c t i t i o n e r ’ s  f a i l u r e  t o  c o m p l e t e  r e c o r d s
within prescribed time limits—in no instance
longer than 30 days from patient discharge
for total record completion.

f .  N u m b e r  o f  “ t r a n s f u s i o n  v a r i a t i o n s ”
identifies instances of inappropriate blood use
as determined by transfusion review or other
QA review function.

g. Number of “drug use variations” iden-
tifies instances of inappropriate drug use as
determined by pharmacy and therapeutic re-
view function or other QA review.

h. Number of “validated complaints” iden-
tifies practitioner-directed patient complaints
reviewed and found justified.

i .  N u m b e r  o f  “ v a l i d a t e d  o c c u r r e n c e s ”
identifies occurrences which have been attrib-
uted to a practitioner’s act of commission or
omission.

Patient care evaluation
A process, performed either concurrently or
r e t r o s p e c t i v e l y ,  w h i c h  a s s e s s  i n  d e p t h  t h e
quality and/or nature of the utilization of an
aspect of health or dental care services. This
often is accomplished by observation or med-
ical record audit. Corrective action is taken
where indicated and a subsequent analysis
(followup) is made of the effect of the cor-
rective action.

Peer
A person having similar training and experi-
ence within the same profession and to whom
comparative reference is being made.

Peer review
An incident having the potential to lead to a
claim against the government.

Potential compensable incident
An incident where a breach of the standard
of care has occurred with resulting injury.

Practice or procedure variance
Any deviation from the accepted standards of
care, practice or performance.

Practitioner
M i l i t a r y  o r  c i v i l i a n  H C P s  g i v e n  p r i v i l e g e s
(privileged) to diagnose, initiate, alter, or ter-
minate health care treatment regimens. This
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definition includes physicians, dentists, nurse
practitioners, nurse anesthetists, nurse mid-
wives, podiatrists, optometrists, clinical so-
c i a l  w o r k e r s ,  c l i n i c a l  p s y c h o l o g i s t s ,  a n d
physician assistants. When given individual
clinical privileges, personnel from the follow-
ing professionals may also be included: Phys-
i c a l  t h e r a p i s t s ,  o c c u p a t i o n a l  t h e r a p i s t s ,
audiologists, clinical dietitions, clinical phar-
macists, and speech pathologists.

Privileging
The processing through credentials commit-
tee channels of those individuals given the
authority and responsibility for making inde-
pendent decisions to diagnose, initiate, alter,
or terminate a regimen of medical or dental
care.

Quality
The degree of adherence to generally recog-
nized contemporary standards of good prac-
t i c e  a n d  t h e  a c h i e v e m e n t  o f  a n t i c i p a t e d
outcome for a particular service, procedure,
diagnosis, or clinical problem.

Quality assurance
A formally organized sequence of activities
which combines assessment of the existing
s i t u a t i o n s ,  j u d g m e n t s  a b o u t  n e c e s s a r y
changes, development of plans to effect such
changes, implementation of these plans, and
r e a s s e s s m e n t  t o  d e t e r m i n e  t h a t  t h e  d e s i r e d
changes have taken place.

Residential treatment facility
T h e  i n p a t i e n t  r e h a b i l i t a t i o n  e l e m e n t  o f  t h e
A D A P C P  w h i c h  p r o v i d e s  a n  i n t e n s i v e  6 -
week structured treatment program for eligi-
ble personnel in designated Army MTFs.

Standards
Professionally developed expressions of the
range of acceptable variation in quality of
c a r e ,  g e n e r a l l y  w i t h  r e s p e c t  t o  s p e c i f i c
services.

Standard of care
Identified levels of care that focus on the
recipient of care and serve as clinical guide-
lines for the delivery of safe patient care and
patient response to that care within a variety
of clinical situations.

Standard of performance
Expected level of performance based on edu-
cation, level of experience, and criteria of
current position requirements.

Standard of practice
Identified levels of care that focus on health
care personnel and serve as guidelines to as-
s e s s  t h e i r  c o m p e t e n c e ,  e x p e r i e n c e ,  a n d
education.

Supervision
The process of reviewing, observing, and ac-
cepting responsibility for assigned personnel.

The following three levels of supervision are
pertinent to clinical privileges:

a. Direct. The visual review of the provi-
sion of services to a patient(s) while those
services are being provided during the major
portion of the care. (The supervisor is actu-
ally there and sees what is going on.)

b .  I n d i r e c t .  M a y  i n c l u d e  a  r e q u i r e m e n t
t h a t  a  p h y s i c i a n  o r  d e n t i s t  i s  i m m e d i a t e l y
a v a i l a b l e  e i t h e r  b y  t e l e p h o n e  o r  b y  a c t u a l
presence. It may also include countersigna-
ture or authentication of medical record en-
tries or reports or of orders prescribed by
another, for example, residents.

c. Verbal. Involves the supervising officer
in the decision-making process prior to im-
plementing or changing a regimen of care.

Thresholds
Thresholds are preestablished levels or points
which, when reached, will trigger intensive
evaluation.

Utilization management
T h e  p l a n n i n g ,  o r g a n i z a t i o n ,  d i r e c t i n g ,  a n d
controlling of medical or dental services in a
cost-effective manner while maintaining ac-
ceptable standards.

Verified credentials
Documents for which confirmation of authen-
ticity has been obtained from the primary
source.

Section III
Special Abbreviations and Terms
There are no special terms.
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